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you can warm cold feet 


with 


(, aa at @ e 
\ ona Priscoline® 
( y Orally and parenterally 





hydrochloride 
(tolazoline hydrochloride CIBA) 


effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

peripheral vasodilator Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 


\ a potent 


trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 
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Tablets, 25 mg. (Scored) 
Elixir, 25 mg. per 4-ml. teaspoonful 


C I B A Multiple-dose Vials, 10 ml., 25 mg. per ml. 
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You can prevent attacks in angina pectoris 


Fear is a faithful companion. In angina pec- 
toris, particularly, many patients live in 
constant dread of recurrent attacks. 


Prophylaxis with Peritrate, a long-acting cor- 
onary vasodilator, offers new security in a 
majority of such cases. A single dose affords 
protection for as long as 4 to 5 hours, com- 


pared to 30 minutes or less with nitroglycerin. 


Different investigators!} observed that 80% 
of their patients responded to Peritrate ther- 
apy with fewer, less severe attacks . . . reduced 
nitroglycerin dependence. ..improved EKG’s. 


A variety of convenient dosage forms now 
extends these benefits. Peritrate Delayed Ac- 
tion tablets (10 mg.), taken with the regular 
bedtime dose of Peritrate (plain) help allay 
the fear of nighttime attacks. Adapted to the 
recommended daily dosage of 40-80 mg., 
Peritrate is available in 10 mg. and 20 mg. 
tablets. And when added sedation is indicated, 
you can prescribe Peritrate (10 mg.) with 
Phenobarbital (15 mg.). 

1. Winsor, T., and Humphreys, P.; Angiology 3:1 (Feb.) 
1952. 2. Plotz, M.: New York State J. Med. 52:2012 (Aug. 


15) 1952. 3. Dailheu-Geoffroy, P.: L’Quest-Médical, vol. 3 
(July) 1950. 


Peritrate’ 


tetranitrate 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 
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It is generally recognized that in nature no single 


food is complete in all essential nutrients. 


Milk 


approaches the qualities of a complete food more 
closely than any other but it lacks certain 


necessary factors. 


Sustagen is 
nourishment 
known to be 
that may be 
pleasant to 


Sustagen may be used 


a therapeutic food for complete 

which supplies ‘(all the nutrient factors 
essential to life. 
given by mouth or by tube. 
taste and is well tolerated. 


It is a liquid food 


as the only source of food for 


prolonged periods or may be used as a supplement to 
the diet. 


For complete information ask your Mead 
representative or write for the publication 
"Nutritional Therapy, 


the Use of Food 
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A Therapeutic Food for Complete Nourishment 


SYMBOL OF SERVICE TO THE PHYSICIAN 
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(DIETHYLSTILBESTROL AND METHYLTESTOSTERONE, LILLY) 


“Tylosterone’ combines the symptom-controlling ac- 
tion of estrogen with the euphoric effect of androgen. 
Well-controlled studies show that the majority of 


Symptoms eliminated patients prefer “T'ylosterone’ to estrogenic therapy 
alone. 

-hei The dosage of each component is reduced when 

Sense of well being they are employed together. Side-effects such as with- 

restored drawal bleeding, breast turgidity, and nausea are 


thus minimal. 

FORMULA: Each scored tablet provides: diethylstil- 
bestrol, 0.25 mg.; methyltestosterone, 5 mg. 

DOSE: Initially, 1 to 2 tablets daily. Maintenance, 
usually 1/2 to 1 tablet daily. 


Side-effects minimized 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


4A 









Geriatrics 











Editor: WALTER C. ALVAREZ, M.D. 


CONSULTING EDITORS 


EDWARD J. STIEGLITZ, M.D., Washington, D. C., Internal Medicine 
MAURICE B. VISSCHER, M.D., Minneapolis, Minnesota, Physiology 


ASSOCIATE EDITORS 


KARL M. BOWMAN, M_D., San Francisco, Psychiatry 
CHARLES S. CAMERON, M.D., New York City, Cancer Research 
RUSSELL L. CECIL, M.D., New York City, Internal Medicine 

M. EDWARD DAVIS, M.D., Chicago, Obstetrics and Gynecology 
WILMA DONAHUE, PH.D., Ann Arbor, Psychology 

ROBERT ELMAN, M.D., St. Louis, Surgery 

REUBEN F. ERICKSON, M.D., Minneapolis, General Practice 


JOHN W. GOFMAN, AL.D., Berkeley, Internal Medicine 

ROBERT B. GREENBLATT, M.D., Augusta, Ga., Endocrinology 
PHILIP HANDLER, PH.D., Durham, N. C.. Biochemistry and Nutrition 
GEORGE R. HERRMANN, M_D., Galveston, Internal Medicine 
CHARLES HUGGINS, M.D., Chicago, Urologic Surgery 

WINGATE M. JOHNSON, M.D., Winston-Salem, Internal Medicine 
NORMAN JOLLIFFE, M.D., New York City, Preventive Medicine 


J. ALBERT KEY, M.D., St. Louis, Orthopedic Surgery 

ANCEL KEYS, PH.D., Minneapolis, Physiological Hygiene 

A.B.C. KNUDSON, M.D., Washington, D. C., Physical Medicine, Rehabilitation 
CHAUNCEY D. LEAKE, Ph.D., Columbus, Ohio, Pharmacology 

MORTON L. LEVIN, M.D., Albany, Public Health 

J. ARTHUR MYERS, M.D., Minneapolis, Diseases of the Chest 

EDWARD C. REIFENSTEIN, JR., M.D., New York City, Medical Research 


E. A. ROVENSTINE, M.D., New York City, Anesthesiology 

CLARK TIBBITTS, Washington, D. C., Sociology 

EDWARD L. TUOHY, M.D., Duluth, Minn., /nternal Medicine 
HARRY E. UNGERLEIDER, M.D., New York City, Internal Medicine 
WALTER E. VEST, M.D., Huntington, W. Va., Internal Medicine 
MARJORY WARREN, M_D., Islesworth, England, Internal Medicine 
S. MARX WHITE, M.D., Minneapolis, Internal Medicine 














UD lls I 





loc: il tredtment 
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CHRONIC 

ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


WHITE'S VITAMIN A & D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR. in 1% oz. or 4 oz. tubes; ia _ > 
a 


1 lb. or 5 Ib. jars. 





WHITE LABORATORIES, INC., KENILWORTH, N. J. 


July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
and evidence of beginning epithelial repair. 
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new NEOBON contains 4 factors plus 1... 


for those over 41 


Gonadal Hormone Replacement 
Balanced combination of ethinyl estradiol and 
methyltestosterone 
Hematinic Component 
Iron plus 7 other hematopoietic factors 
Digestant Enzyme Replacement 
Helps insure adequate digestion 
Nutritional Supplement 
9 important minerals, plus essential vitamins 


and the exclusive “PLUS 1” FACTOR 


Protein Improvement 
With lysine, essential amino acid commonly lacking 
in geriatric diets 
Supplied: Bottles of 60 soft, soluble capsules. 


* TRADEMARK 


LITERATURE? WRITE CHICAGO 11, ILLINOIS 
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ENHANCED POTENCY 

EASY TO ADMINISTER 

AQUEOUS SUSPENSION 

NEEDS NO WARMING x. x 
MAY BE INJECTED THROUGH FINE NEEDLE 

FEWER OVERDOSAGE SIDE EFFECTS 


CORTMROPHINARNG 


Organon DEVELOPMENT \ 


Available in 5-cc vials containing 40 U.S.P. 
units of purified corticotropin per cc 
with 2.0 mg. of zinc. 





T. M. Cortrophin 


Organon INC. * ORANGE, N. J. \ 
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e Nearly ten years ago, in 
the second number of the first 
volume of Geriatrics, Walter 
C. Alvarez wrote on Cerebral 
Arteriosclerosis with Small, 
Commonly Unrecognized Ap- 
oplexies. Because of the great 
and continued interest shown 
in this article in the interven- 
ing years, Dr. Alvarez has pre- 
pared a second article entitled 
More About the Little Strokes, 
which will appear in the De- 
cember issue. 

The diagnosis of a little 
stroke can be made easily 
from a good history, he be- 
lieves, and without the history 
the diagnosis will be missed. 
Many so-called heart attacks 
are actually little strokes and 
the arm-shoulder syndrome 
can be caused by a combina- 
tion of thromboses in brain 
and heart. 


e Roger B. Scott, associate 
professor of obstetrics and 
gynecology at Western Re- 
serve School of Medicine in 
Cleveland, discusses causes of 
abnormal Premenopausal and 
Postmenopausal V aginal Bleed- 
ing, and describes the technic 
of diagnosis as well as some 
of the aspects of treatment. 
He points out that the nor- 
mal appearance of pelvic or- 
gans by examination does not 
exclude the presence of cancer 


or other organic lesion. Since 
there is about a 25 per cent 
chance that any vaginal bleed- 
ing occurring more than one 
year after the menopause is 
associated with a gynecologic 
cancer, he makes a plea to use 
all available tools to make a 
diagnosis and rule out cancer. 


e Urinary Incontinence in the 
Elderly Patient is a disagree- 
able and annoying symptom 
because of odor, soiling of 
clothes, and frequent trips to 
the bathroom. Although it oc- 
curs in both sexes it is espe- 
cially common in men with 
prostatic disturbances. Many 
cases can be relieved by tight- 
ening the levator ani muscles 
through perineorrhaphy, 
writes Basil A. Hayes, profes- 
sor of urology at the Uni- 
versity of Oklahoma School 
of Medicine. He lists the main 
principles employed in such 
surgery, and reports two cases 
from a_ series successfully 
treated in this manner. 


e The Problem of Infection 
and Gangrene in the Extremi- 
ties of Aging Diabetic Patients 
admitted to University Hospi- 
tal, Omaha, from 1932 to 1954, 
was studied by Charles W. 
McLaughlin, Jr., and Charles 
F. Heider of the Department 
of Surgery, University of 


Nebraska College of Medi- 
cine. One of the most encour- 
aging findings of the study 
was the relatively low inci- 
dence of severe pedal compli- 
cations in the well-controlled 
group of diabetics. They be- 
lieve the tragic complications 
of the disease can be reduced 
only through early recognition 
and control of the diabetic pa- 
tient with constant emphasis 
on pedal care and hygiene. 


e The Fallibility of the Glu- 
cose Tolerance Test in the 
Aged is discussed by Arnold 
Wagner, associate in medicine 
at Northwestern University 
Medical School. The standard 
three-hour glucose tolerance 
test was given to a group of 
106 women from 65 to 85 
years of age, repeated in one 
year on 82 of these subjects, 
and again a year later on 27. 
No specific correlation was 
found between characteristics 
of the glucose tolerance curves 
and coexistence of conditions 
associated with diagnosis of 
diabetes. There was poor cor- 
relation between frankly dia- 
betic curves and the clinical 
state of the patient. 


For these and other articles, 
abstracts, reviews, and special 
features, read every issue of 
Geriatrics. 
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Abnormal Motility as the Cause of Ulcer Pain 


Until recently the general opinion was held that ulcer 
pain was primarily caused by the presence of hydro- 
chloric acid on the surface of the ulcer. 

Present investigations!’ on the relationship of acid- 
ity and muscular activity to ulcer pain have led to the 
following concept of its etiologic factor: 

*,. abnormal motility? is the fundamental mech- 
anism through which ulcer pain is produced. For 
the production and perception of ulcer pain there 
must be, one, a stimulus, HCI or others less well 
understood; two, an intact motor nerve supply 
to the stomach and duodenum; three, altered 
gastro-duodenal motility; and four, an intact 
sensory pathway to the cerebral cortex.” 

Pro-Banthine® has been demonstrated consistently 
to reduce hypermotility of the stomach and intestinal 
tract and in most instances also to reduce gastric acid- 
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ity. Dramatic remissions' in peptic ulcer have followed 
Pro-Banthine therapy. These remissions (or possible 
cures) were established not only on the basis of the 
disappearance of pain and increased subjective well- 
being but also on roentgenologic evidence. 
Pro-Banthine Bromide (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) has other fields of usefulness, par- 
ticularly in those in which vagotonia or parasympatho- 
tonia is present. These conditions include hypermotility 
of the large and small bowel, certain forms of pyloro- 
spasm, pancreatitis and ureteral and bladder spasm. 
1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: A 


Clinical Evaluation of a New Anticholinergic Drug, Pro-Banthine, 
Gastroenterology 25:416 (Nov.) 1953. 


2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, E.C., 


Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 23:252 
(Feb.) 1953. 


























a circulatory 
and respiratory 


stimulant... 





ORAL SOLUTION (nikethamide CIBA) 


Clinical experience over many years has shown that 
Coramine Oral Solution is useful as a circulatory and 
respiratory stimulant for asthenic or elderly patients. 
It has been reported that Coramine Oral Solution 
may be beneficial in patients with coronary occlusion, 
in whom it appears to improve collateral circulation 
in the infarcted area and to stimulate the respiratory 
center.1 Being noncumulative and having low toxi- 
city, Coramine Oral Solution is suitable for prolonged 
treatment without danger of habituation developing. 
Dosage: 4% to1 teaspoonful (2 to4 ml.) 2o0r3 times a 
day—diluted, if desired, with water. 


c 2 ie. A SUPPLIED: Coramine Oral Solution, a 25% aqueous 
UMMIT.N.]J solution of nikethamide; bottles of 1 and 3 fluid oz. and 
1 pint. Also for intravenous or intramuscular use: Am- 

puls, 1.5 ml. and 5 ml.; multiple-dose vials, 20 ml. 


1. Carey, L.S.: Delaware M.J. 21: 229 (Oct.) 1949. 
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‘round-the-clock protection 
for asthmatic patients 


the suppository with the unique nonreactive base* 
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terminates acute attacks—often in 20 minutes 
prevents recurrences—half-strength suppository 2 or 3 





times daily 






safe— avoids the hazards of parenteral medication 







effective—acts even in epinephrine-fast patients 
stable—special nonreactive base* avoids deterioration, 
ae ensures full therapeutic effect 

*melts at body temperature 


Supplied: Boxes of 12, full strength—aminophyl- 
(Ny line 0.5 Gm. (gr. 742), sodium pentobarbital 0.1 Gm. 
(gr. 114). Also available in half strength. 






AMES COMPANY, INC «+ ELKHART, INDIANA , 
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eq U d n | m ity 0 Usual dosage: 1 tablet, t.i.d. 


Supplied: Tablets, 400 mg., bottles of 48. 
iF Selling, L.S.: J.A.M.A. 157:1594 (April 
30) 1955. 


3: porn, 26.: J.A.M.A. 157:1596 (April 


30) 195: 


® 
Meprobamate Philadelphia, Pa. 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


New anti-anxiety factor with muscle-relaxing properties 
relieves tension 








FOR 
“MANY 
HAPPY 
RETURNS 
OF 
THE 


DAY” 


GERIPLEX 


KAPSEALS®” GERIATRIC VITAMIN-MINERAL COMBINATION 


The future is more likely to have “happy returns” for your middle-aged 
and older patients who avoid nutritional deficiencies. 


Prophylactic use of GERIPLEX simplifies correction of dietary inade- 
quacies that eventually lead to debility and to tissue damage. One 
Kapseal per day supplies mineral nutrients, eight important vitamins, 
and the starch-digestant Taka-Diastase®...all in ample amounts to sup- 
plement the average diet. 


During febrile illness, during preoperative, postoperative and conva- 
lescent periods, and at other times when nutritional requirements are 
elevated, increased dosage of GERIPLEX will help maintain optimal 
vitamin-mineral intake. 


GERIPLEX Kapseals are supplied in bottles of 100 and 500. 


PARKE, DAVIS & COMPANY DETROIT, MICHIGAN 








_—— @™®™ Double-Quick 


—— @® Dual-Powered 
























Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL /n minutes—URISED relaxes and relieves painful smooth muscle 
MUSCLE SPASM spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT /n minutes—URISED’S methenamine, salol, methylene blue 
BACTERIOSTASI!IS and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 
encourage healing. 


ACTIVE AGAINST URISED’s double-quick antispasmodic and pain-relieving 
ALL SYMPTOMS action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 


SAFE URISED may be confidently prescribed for treatment of Cystitis + 
Pyelitis - Prostatitis - Urethritis - Other Urinary 
Infections * There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 


SUPPLIED: Soties of 5547 N. Ravenswood Ave., Chicago 40, Illinois 
100, 1000, 2000 


Pacific Coast Branch Southern Branch 
381 Eleventh St., San Francisco, Calif. 240 Spring St., N.W., Atlanta, Ga. 
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LECITHIN RESEARCH—AT THE BEND OF THE ROAD 


The Therapeutic Usefulness of Lecithin — a natural phospholipid 





Because lecithin, a natural, edible food constituent, is an excellent emulsifying agent its application 
in diseases characterized by disturbed fat absorption and metabolism is logical. Research has proved 
its value in facilitating intestinal absorption of fats and fat-soluble substances such as Vitamin A.}-5 
For this reason it suggests itself as worthy of trial in treating underweight and steatorrheal dis- 
eases (sprue, celiac disease, etc.). 

Encouraging results were also achieved in the management of psoriasis, together with dietary and 
topical measures,® and in fatty livers.’ In the treatment of diabetes, lecithin together with vitamin E 
has reduced insulin requirements in certain patients.® Research on its potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
encountered in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis, dia- 
betes, etc. — is now being actively conducted. 

An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container to 
maintain its purity and freshness and is available at your drugstore. 

Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) 

Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juices, or sprinkled on cereal. 


Literature available on request. 


Bibliography: 1. Adlersberg, D., and Sobotka, H.: J. Nutrition 25:255 (March) 1943. e 2. Adlersberg, D., and others: 
Gastroenterology 10:822 (May) 1948. « 3. Adlersberg, D.: New York J. Med. 44:606 (March 15) 1944. « 4. Adlersberg, D., 
and others: Am. J. Digest. Dis. 16:333 (Sept.) 1949. « 5. Augur, V.; Rollman, H. S., and Deuel, H. J., Jr.: J. Nutrition 
33:177 (Feb.) 1947. « 6. Gross, P., and Kesten, M. B.: New York J. Med. 50:2683 (Nov. 15) 1950. « 7. Schettler, G.: 
Klin. Wchnschr. 30:627 (July) 1952. « 8. Dietrich, H. W.: South. M. J. 43:743 (Aug.) 1950. 


GLIDDEN RG° LECITHIN 


THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 
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’ 
rolling of a Lag 
ee. Sleep comes in a natural, easy manner within 
one-half to one hour when you relax your patient with 
Noludar. Calm sleep for 6 to 7 hours is followed 
by clear-headed awakening. Habituation and typical 
barbiturate side effects are unlikely because Noludar 
is not a barbiturate. Available in 50-mg and 200-mg 
tablets,and in liquid form, 50 mg per teaspoonful. 


Noludar® - brand of methyprylon 


Hoffmann - La Roche Inc «+ Nutley «+ Nd. 

















Down of course ... the fever, that is. Gantrisin was used 
to treat the bacterial infection. More and more doctors 
are using Gantrisin because this single, highly soluble 
sulfonamide produces high plasma and urine levels, has a 
wide antibacterial spectrum, and is well tolerated. 
Gantrisin® 'Roche' = brand of sulfisoxazole 


Hoffmann - La Roche Inc + Nutley «+ Ned. 
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IN THE 40’s AND 50's 


“preventive geriatrics 

may hope to be most effective,” tT 
since geriatric 

disability originates in 

these years. 

will help forestall atrophic 

changes due to waning sex hormone 
function and faulty nutrition. 





IN THE 60’s AND 70's 


impaired adaptability lowers 
resistance to internal and 
external stresses. 

M will enable 
the aging system to cope more 
effectively with gonadal hormone 
imbalance, dietary inadequacy, 
and emotional instability. 


IN THE 70’s AND 80's 


the functional derangements 
that began in earlier years enter 
the final phase. In these cases, 

Mediatric’’* can be extremely 
valuable in maintaining 
physical vigor, improving 
muscle tone, and restoring 
emotional balance. 


en SE : : STEROIDS .. . to counteract declining sex 
6 hormone function 
® ae - 
MEDIATRIC * NUTRITIONAL SUPPLEMENTS . . . to meet 
; the needs of the aging patient 
A MILD ANTIDEPRESSANT ... to promote a 

Steroid-nutritional compound brighter mental outlook 

Average dosage, 1 capsule or 3 teaspoonfuls 

of liquid, daily. 

Liquid, No. 910 — bottles of 16 fluidounces and 1 


on. 
Capsules, No. 252 — bottles of 30, 100, and 1,000. 
Ayerst Laboratories, New York, N. vy Montreal, Canada +Stiegliez, E. J.: Geriatric Medicine, ed. 3, Phila- 
delphia, J. B. Lippincott Company, 1954, p. 21. 
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ve sold a good many cars, and I 
expect to be selling for years to come “ 


“Old age” is getting harder to define. Some of today’s working men and women can 
claim 40, 50, or even more years of experience in their fields—and they’re still not 
ready to retire! To help keep. such vigorous folks fit and on the go, many doctors 
prescribe GEVRAL, a potent dietary supplement prepared specially for geriatric use. 








Geriatric Vitamin-Mineral Supplement Lederle 


Each GEVRAL capsule contains: 


Vitamin A........ 5000 U.S.P. Units Choline Dihydrogen Citrate... 100 mg. Calcium (as CaHPO,)....... 145 mg. 
Vitamin D.... .. 600 U.S.P. Units to SECRET ERP eRe. Phosphorus (as CaHPO,) ... 110 mg, 
Vitamin Biz......... ... 1 megm, Ascorbic Acid (C)...... <3. Boron (as Na2BsO7.10H20) 0.1 mg. 
Thiamine Mononitrate (Bi).... 5 mg. iid aici SN ae eres se < 1 mg. 
Riboflavin (B2)........ vin can OM, — lt, | eee .....-.... te 
Niacinamide........ -. 15 mg. Purified Intrinsic - Manganese (as MnO2)....... . 1 mg. 
MSs Sh Aig OV kan We AW 1 mg. Factor Concentrate....... 0.5 mg. Magnesium (as MgO)......... 1 mg. 
Pyridoxine HCl (Be)......... 0.5 mg. Iron (as FeSO4)........... . 10 mg. Potassium (as K2SO4)......... 5 mg. 
Ca Pantothenate.............. 5 mg. po ce 0.5 mg. Zine (as ZnO)............... OB mg. 


Other Lederle geriatric products include: GevraBon* Vitamin-Mineral Supplement Liquid with a wine flavor; Gevrac* Protein Vitamin- 
Mineral-Protein Supplement Powder; and Gevrine* Vitamin-Mineral-Hormone Capsules. 


CED LEDERLE LABORATORIES DIVISION american Cyanamid company Pearl River, New York 
"REG. U.S. PAT. OFF. 
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NATIONAL Micropulverized casein powder (61.25%), Carbohydrate (30%) 
to maintain pfotein/carbohydrate equilibrium essential for tissue regeneratior . 








COMPLETE: PROTEIN 
COMPLETELY PALATABLE 
VIRTUALLY FAT AND SODIUM FREE (poe than oe? Fat 


The National [ Lompany Available: Delicious in either vanilla 
or chocolate flavors, 
in bottles of 8 oz., 1 Ib., 
5 lb., and 25 Ib. containers. 


*VI-PROTINAL—Palatable whole protein-carbohydrate-vitamin-mineral mixture of high biological value 








Somnos. 


CAPSULES AND ELIXIR CHLORAL HYDRATE 


Sor the aged,“sleep and sedation without any medullary depression” 





MAJOR ADVANTAGES: ‘‘One of the safest of all sedatives.’’2 
Affects no vital function. 





SOMNOS helped him to sleep—without delay 


For the restlessness and insomnia of your almost anyone, of any age, for chloral hy- 
elderly patient, Somnos—chloral hydrate— drate has a “large margin of safety.” 

is “an excellent and essentially nontoxic 
sedative.”’ Sleep follows administration 
within the hour. Relaxation-is complete, yet 
the patient may be aroused easily and 
awakes refreshed. 


Somnos is useful for cardiac and psychi- etiee delphia ‘me 
atric patients.’ Indeed, it may be given to DIVISION OF MERCK & CO., INc. 








References: 1. West Virginia M. J. 49:292, 1953. 2. Mod. Med. 19:59, 1951. 3. Geriatrics 9:303, 1954, 
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Stabilizer of the entire Autonomic Nervous System 











Ergotamine tartrate 0.3 mg. 
Bellafoline 0.1 mg. 
Phenobarbital 20.0 mg. 


Adult Dosage: 4 to 6 tablets daily. 


\ ] 7 f Tf y 
SANDOZ 
PHARMACEUTICALS 


HANOVER, N. J. 
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Through the years, the paradox of peni- 
cillin has been this—that while injectable 
forms have become the sheet anchor of 
antibiotic therapy, oral forms have all too 
often posed perplexing problems. 





How to ensure survival in gastric acid? 
How to get maximal absorption? How to 
increase the antibacterial effect? How, 
indeed, to realize the hope at the dawn 
of the penicillin era that the oral route 
might even merit selective preference? 


These have been the challenges. Out of 
them has come PEN-VEE-Oral—a re- 
markable innovation among oral peni- 
cillins. For PEN- VEE-Oral is penicillin V, 
the unique penicillin stable as a free acid 
—a penicillin with such special charac- 










ORAL PENICILLIN: A CHALLENGE ANSWERED 





teristics that it opens new horizons in 
oral penicillin therapy. 

Because PEN-VEE-Oral is acid-stable, 
it is almost entirely unaffected by gastric 
juices. Because it is completely soluble in 
alkaline media, it is readily and optimally 
absorbed as active penicillin in the duo- 
denum. Clinical results include prompt, 
high blood levels, maximal effect from 
the administered dose, a wide margin of 
toleration. 

For these striking advantages, acquaint 
yourself with PEN-VEE-Oral in your 


practice. 

Supplied: Tablets, 125 mg. (200,000 units) each, 
bottles of 36. Also available: BICILLIN®-Vee 
Tablets, 100 mg. (100,000 units) benzathine 
penicillin G and 62.5 mg. (100,000 units) peni- 
cillin V, bottles of 36. 


OY aa 


® 
Penicillin V, Crystalline PHILADELPHIA, PA. 
Phenoxymethyl Penicillin 


*Trademark 

















To counteract extremes of emotion ... 











Desbutal 


DESOXYN® to brighten the mood 


NEMBUTAL® to relax inner tensions 


One capsule represents 5 mg. DESOXYN 
Hydrochloride (Methamphetamine 
Hydrochloride, Abbott) plus 30 mg. 
NEMBUTAL Sodium (Pentobarbital Sodium, 


Abbott). Bottles of 100 
and 1,000 capsules. O8G0tt 





the drug of choice 


...as a tranquilizing (ataractic*) agent 
in anxiety and tension states 
... in hypertension 


RAUDIXI 


Squibb Whole Root Rauwolfia 




















As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 


Less likely to produce Parkinson-like symptoms 


Causes no liver dysfunction 


e No serial blood counts necessary during maintenance therapy 





© Raudixin is not habit-forming; the hazard , 
of overdosage is virtually absent. Tolerance R, 
and cumulation have not been reported. 





® Raudixin supplies the total activity of the ‘ aso 
whole rauwolfia root, accurately standard- Ki 9 m4: 
ized by a rigorous series of test methods. / 0 


- kong itt 
The total activity of Raudixin is not ac- pir: Ww 


counted for by its reserpine content alone. 


wre | 
Supply: 50 mg. and 100 mg. tablets, bottles Gy 
of 100 and 1000. 


*Ataractic, from ataraxia: calmness untroubled by mental or emotional 














excitation. (Use of term suggested by Dr. Howard Fabing at a recent fg 
meeting of the American Psychiatric Association.) QUIBB *RAUDIXIN’® IS A SQUIBB TRADEMARK 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. cisa) 
Femandren® (methyltestosterone with ethinyl estradiol cis) 
Linguets® (tablets for mucosal absorption cB) 


C I B A Summit, N. J. 2/ 2070" 
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NOW! 2 new taste- 
tempting dosage forms 
of Pfizer-discovered 


tetracycline TE - 
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New standards for tetracycline therapy 





in new ready-mixed liquid form... 


NEW palatability 
NEW convenience 
NEW versatility 


... the same unexcelled efficacy and toleration 


RABORN 


Brand of tetracycline suspension 





The outstanding modern broad-spectrum 
antibiotic, tetracycline, in a palate-pleasing, 
raspberry-flavored homogenized mixture, 
standardized and ready-mixed at Pfizer 
Laboratories. 


SUPPLIED: Bottles of 2 ounces and 1 pint. 
Each 5 ce. teaspoonful contains 125 mg. of 
tetracycline. 


RABON > 


Brand of tetracycline hydrochloride suspension with vitamins 


A fruit-mint flavored sugar-free homogenized 
mixture of tetracycline ready-mixed at Pfizer 
Laboratories and fortified with adequate 
quantities of B complex and vitamins C and 
K for nutritional support during stress. 
TETRABON SF provides therapy on two levels: 
1. anti-infective, against the pathogen 

2. metabolic, assisting the patient physio- 

logically. 


SUPPLIED: Bottles of 2 ounces. Each 5 cc. tea- 
spoonful contains 125 mg. of tetracycline 
plus the following formula: 


Vitamin C as palmitate............87.5 mg. 
Thiamine hydrochloride ........... 1.25 mg. 
STI MIE RS... he os By gi Grae kas 1.25 mg. 
INVACUROTIAGE 6 cain cine s ces veces «LS MGs 
Pyridowine hydrochloride ........... 0.25 mg. 
Calcium pantothenate .............2.5 mg. 
PULTE OE EOP eee ee 0.188 mg. 
Menadione (vitamin K analog)... .0.25 mg. 
WRUNG IS 99 oo) 60.54 i cnae Gee cats eas 0.5 meg. 
*Trademark 


¢Trademark for Pfizer-originated, vitamin-fortified antibiotics 





PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 











your patients will enjoy 
DAYS OF RELAXATION 
NIGHTS OF RESTFUL SLEEP 


“= ® FRLSULES. 


THE ORIGINAL CHLORA|L HYDRATE CAPSULES 


FELSULES — the clinically proved chloral 
hydrate capsules — are one of the safest 
and most effective non-barbiturate seda- 
tives and hypnotics available today. 


FELSULES may be used by patients with 
heart, liver or kidney disease in recom- 
mended dosage. 


FELSULES rarely produce side-reactions, 
habituation or drug hangover. 








3 
33 gr. 


DAYTIME SEDATION 


also available: 


LYCORAL* 
Liquid Chloral Hydrate Fellows 10 gr. per 
teaspoonful 
Permits Flexible Dosage, Non-Alcoholic 


RECTULES® 
Suppositories Chloral Hydrate Fellows 10 
gr. and 20 gr. 
Rapidly Absorbed, Non-irritating, Water- 
miscible 





1 
7 2 gr. 
RESTFUL SLEEP 


Samples and literature upon request 





pharmaceuticals since 1868 


26 Christopher Street 
New York 14, N. Y. 


*Reg’n appl’d for 





















Your 
patients 





will be 
pleased 
to 








Johnson's 
new elastic hosiery 


look like regular nylons... 






yet give the support you recommend. 


Leaflets for your patients, write Golrenaichmson New Brunswick, N. J. 





and the 60-10-70 Basic Plan 


Correct medication is important in initiating control that leads to development 
of good eating habits, essential in maintaining normal weight.'24 


Obedrin contains: 


- Methamphetamine for its anorexigenic and mood-lifting effects. 
Pentobarbital as a corrective for any excitation that might occur. 
Vitamins B, and B, plus niacin for diet supplementation. 

« Ascorbic acid to aid in the mobilization of tissue fluids. 


Obedrin contains no artificial bulk, so the hazards of impaction are avoided. 


The 60-10-70 Basic Plan provides for a balanced food intake, with sufficient 
protein and roughage. 


Formula: 
Semoxydrine HCl (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; 
Ascorbic acid 100 mg.; Thiamine HCI 0.5 mg.; Riboflavin 1 mg.; Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. & Dig. Treat., 5:778 (Oct.) 1954. 2. Sebrell, W.H., Jr.: J.A.M.A. 
152:42 (May) 1953. 3. Sherman, R.J.: Medical Times, 82:107 (Feb.) 1954. 


Write for 60-10-70 Menu pads, 


Weight Charts, and samples of Obedrin. T H F ~ F : M AS S a N G | [ | CO M P A N Y 


BRISTOL, TENNESSEE 














Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 


The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 


Ace 


from disability to dexterity 


tycol 


WARNER-CHILCOTT 





Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 
zation and relief of joint pain and edema. 
Usual dosage — 1 or 2 tablets three or four 
times a day. 


Each Acetycol Tablet contains: 


TOORIIEANL, 220. Sar tatattedsecerisoceqventeccse) ee 
Para-aminobenzoic acid .......... 162.0 mg. 
Colchicine, salicylated ............ 0.25 mg. 
PASOOTUNG ACN ok ccansecsp enact 20.0 mg. 
Thiamine hydrochloride .......... 5.0 mg. 
TMREMCIED sca cvenk accccerateycatevueccuncuct exaveues 15.0 mg. 


Supplied: Bottles of 100 and 500 


TRADEMARK 


to relieve rheumatic pain 


can vascular accidents be avoided 


helps diminish abnormal capillary permeability and fragility 
in hypertension, diabetes, atherosclerosis 
and other cardiovascular conditions 


C.V.P. acts to maintain the integrity of the intercellular cement substance 

of capillary walls and’so aids in increasing capillary resistance, overcoming 
abnormal capillary fragility, checking capillary hemorrhage ... and thus may 
help protect against vascular accidents in patients with capillary fault. 


C.V.P. provides natural water-soluble bioflavonoid compound (sometimes 
referred to as ‘‘vitamin P complex’) derived from citrus sources, combined 
with ascorbic acid. It is believed to be more readily absorbed than 
relatively insoluble rutin. C.V.P. is safe... exceptionally well-tolerated. 


Each C.V.P. capsule or teaspoonful (5 cc.) 
of syrup provides: 
Citrus Flavonoid Compound... . 100 mg. 
Ascorbic Acid (vitamin C) . . . . 100mg. 


Bottles of 50, 100, 500 and 1000 capsules; 4 oz., 16 oz. and gallon syrup. 
core eateli-t-m(er-)eh-101(-t-me)ae-s\2a0)odi-lalemihe-1e-h40]a-meiae) ss eee 


a. 3S. vitamin corporation PN aliay-4celaba meal am m-lelele-hdelal-t-emmeliVi1-J[e) 3) 
250 East 43rd Street, NewYork 17, N.Y. 











When your geriatric 
patient turns his back 






















on food... 


chances are his menus lack the variety 
and appetite appeal that make 
for mealtime enjoyment. Gerber 
cc. help you here. For 

Gerber offers a wide variety of 
Strained and Junior (minced) 
Foods to give you greater 
prescription selectivity — make 
substitutions for “finicky” eaters possible. 
4 cereals, over 65 fruits, vegetables, meats, soups, 

desserts, processed to preserve true flavors, appealing colors, 


a high degree of wholesome food values. 


REQUIRED READING FOR YOUR GERIATRIC PATIENTS 





.. Added encouragement to eating—Gerber's 
a “Special Diet Recipes” —easy-to-prepare dishes, 
“> 


properly indexed for Bland, Soft, Mechanically 
Soft, Liquid and Low-Residue diets. For 






free copies, write, on your letterhead, 
to Dept.JG11-5, Fremont, Michigan. 


Gerber» 


CEREALS, STRAINED & JUNIOR FOODS 









make special diets 


more nutritious and better tasting 





with OVALTINE rich in vitamins and minerals 


Ovaltine in milk provides essential 
food elements that make it an ideal 
supplementary beverage with meals, for 
between meal snacks, and at bedtime. 

Ovaltine in milk is easily digested 
and is delicious served either hot or 
cold. Its distinctive flavor appeals to 
both the young and the old. 

Three servings daily (% ounce of 
Ovaltine added to 8 fluid ounces of 
whole milk per serving) contain: 


MINERALS 


*Calcium 
Phosphorus 
*Iron . 
Copper 
Iodine 
Fluorine 
Cobalt 
Sodium 
Chlorine 
Magnesium . 
Manganese 














VITAMINS 

*Vitamin A 
*Nutrients for 
ommended by 


OVALTINE® 


THE WANDER COMPANY, Villa Park, Illinois 


38200 1.0. vs 
which daily allowances are rec- 
the National Research 


*Vitamin D .... 420 I.U. 
*Ascorbic acid 37.0 me. 








*Thiamine ....... 1.2 meg. 
*Riboflavin 2.0 mg 
Pyridoxine .... 0.5 mg. 
Vitamin B12.. 5.0 mcg. 
Pantothenic 

acid . 3.0 mg 
*Niacin 6.7 mg 
Folic acid ......0.05 mg 
Choline . 
Biotin ... 0. . 
*PROTEIN .... 32 Gm. 
CARBO- 

HYDRATE 65 Gm. 
Tat « 30 Gm. 


Council, 


The World’s Most Popular Fortified Food Beverage 








PORTRAIT OF AN APPETITE IN RELAPSE... 


When this supper-time still life is the picture you see in convalescence, 


peo TRO PHIT E* 


to stimulate appetite and speed recovery 


Each tablet or teaspoonful (5 cc.) of ‘Trophite’ supplies: 25 mcg. B,2, 10 mg. By 


Smith, Kline & French Laboratories, Philadelphia 1 








For Thin, Under- 
par Older Patients 
with Hard Stools 











Dear Doctor: 





Malt Soup Extract is especially valuable for the thin, under- 
par elderly patient with hard, dry stools. It softens stools 
physiologically and supplies needed nutritional factors from 
rich barley malt extract. 


Malt Soup Extract is a highly concentrated barley malt ex- 
tract containing all the water-soluble nutrient factors in 
whole malted barley grain, including traces of vitamins and 


Stanley Olson 
BORCHERDT MALT EXTRACT CO. 
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Borcherat 








A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


neutralized with potassium carb- DOSE: 2 tablespoonfuls b.i.d. until stools are soft 


onate. In 8 oz. and 16 oz. bottles. (may take several days), then 1 or 2 Tbs. at bedtime. 
1. Cass, lL. J. and Frederik, W. S.: Malt 


soup Beret a8 @ Sowel Sonent = tne BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct) 1953. Sample 217 N. Wolcott Ave. « Chicago 12, Il. 
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non-narcotic 



















cough 
specific 


EBROomilaY®,r 


Avoids habit formation, 
addiction; does not cause 
drowsiness, nausea, or 
constipation; yet 10 mg is 
equal to 15 mg codeine 
in cough suppressant 
effect. Tablets, 10 mg; 
syrup, 10 mg/4 cc. 


W/ 


ROMILAR 
EXPECTORANT 





Provides 15 mg Romilar, 90 mg 
of ammonium chloride per 
teaspoonful, in a pleasing citrus 
flavored vehicle which effectively 


masks the taste of NH,Cl. 


Romilar ® Hydrobromide—brand of 
dextromethorphan hydrobromide 











Hoffmann-La Roche Ine 


Nutley, New Jersey 


Original Research in Medicine and Chemistry 
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WHEN NUTRITION IS IMPAIRED 
by aging digestion- 


o~ 
= ok HS 





“Nutrition is more than diet. Proper nutrition includes 
...also the digestion of foods in the alimentary 
canal, their absorption, transport...and utilization 


ask 
o- 


“The secretion of digestive enzymes... diminishes 
with advancing age.... Therefore considerable inter- 
ference with the digestion of foods is to be antici- 


pated,.’’* 
*Stieglitz, E. J.: J.A.M.A. 142:1070, 1950. 















By supplementing the patient’s own secretion of digestive enzymes, 
ENTOZYME compensates for one of “the more significant aspects of 

aging which affect nutrition in the second forty years.” * However, the 
usefulness of ENTOZYME is not limited to geriatrics, but is deserving of a trial ina 


variety of conditions such as dyspepsia, food intolerance, post-cholecystectomy 





syndrome, subtotal gastrectomy, pancreatitis, and chronic nutritional 


diseases such as diabetes mellitus, atherosclerosis and psoriasis. 


Entozyme 


Comprehensive Digestive Enzyme Replacement 














Each double-layered tablet contains: 


POpSIN, NAF. coicseccececeos sees 250 mg. 

—released in the stomach 

from gastric-soluble outer 

coating of double-layered 

tablet A. H. ROBINS CO., INC. « 
Pancreatin, U.S.P............. 300 mg. Ethical Pharmaceuticals 
Bile SOUS oo co5o cesses 150 mg. 
— released in the small 
intestine from enteric- 
coated inner core 









MOND 20, VA. 
Merit since 1878 
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eee chimedic 


Smooth and pain-free range’ of motion with complete muscle relaxation is 
accomplished by Tolyphy without loss of muscle tone or depressant effect on 





the central nervous system. 


Tolyphy combines: 
a. Powerful spasmolytic action of Tolyspaz (Chimedic brand of mephenesin) with 
b. Established neuromuscular effects of physostigmine and atropine 
to relieve pain, increase mobility, restore muscle strength and function. 
Use Tolyphy Chimedic for safe, effective relaxation of muscle spasm or neuro- 


muscular hyperirritability in a wide range of conditions such as 


& ARTHRITIS 
o FIBROSITIS 


& TORTICOLLIS 


BURSITIS 
& MYOSiITIS 
® TENDINITIS 
NAME . Se 


For a clinical trial with your own patients, send for free 
ADDRESS ——__— 





Please send me: 








4 Literature and samples of TOLYPHY 


S| Literature and samples of TOLYSPAZ 


--------4 












samples and literature on Tolyphy and Tolyspaz. 
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Tolyspaz (Chimedic brand of Mephenesin) is | ou oie a ™ 
especially designed to correct emotional stress | STATE 
and anxiety tension states, without “clouding | ‘ 5 \ ei at 
consciousness.”’! 1J.A.M.A. 140:672 L 

————e— Se mane ene es ener ae ee eee 








CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
PACIFIC COAST BRANCH: 381 Eleventh St., Son Francisco, Calif, » SOUTHERN BRANCH: 240 Spring St., N. W., Atlanta, Go. 






know 


your 
diuretic 


TABLET 





can your diuretic 
“upgrade” your 
heart patients? 


fewer restrictions of activity are the benefit of prolonged use of 
those diuretics effective over the entire range of cardiac failure. 
The organomercurials—parenteral and oral—improve the 
classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 

must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 





-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure “* 
replaces injections in 80% to 90% of patients 


*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


86055 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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The coronary artery problem 


A definition and 


an answer 


CLAUDE S. BECK, M.D. 


CLEVELAND, OHIO 


@ It is estimated that every vear 600,000 
to 800,000 persons in this country suffer 
a myocardial infarct and that approxi- 
mately 200,000 persons die from coronary 
artery disease.' The cost of this disease 
to society is incalculable. The disease 
strikes in the 40’s and the 50’s when a 
man is at his best and when his family 
needs him most. The following com- 
ment is made in the preface of Myo- 
cardial Infarction, recently published by 
the American Heart Association. “Cor- 
onary occlusion with myocardial infarc- 
tion presents a formidable challenge to 
the medical profession . . . . treatment 
was expectant rather than dynamic... . 
therapy had not progressed much beyond 
that used during previous centuries, con- 
sisting almost exclusively of rest and 
sedation.” 

One reason for this unsatisfactory situ- 
ation is found in the fact that the in- 
ternist’s approach to study of the disease 
is channeled and limited by the tools at 


CLAUDE S. BECK is attending surgeon at University 
Hospital and consultant in cardiovascular sur- 
gery at Sinai Hospital in Cleveland, 





Surgical operation produces commu- 
nications between coronary arteries 
making it possible for a red cell to 
enter artery A and move over to 
artery B where it does more good. 
Operation supplies 282 cc. of red 
blood per hour to muscle made 
ischemic by ligation of circumflex 
artery. Ninety per cent of patients re- 
ceived an excellent result. Mortality 
uas 6 per cent. Early operation is 
advised. 


his command. He is not a surgeon and he 
does not deal directly with the coronary 
blood vessels. The situation is compar- 
able to that which existed for mitral 
stenosis. If the surgeon had not dealt 
directly with the stenotic valve the treat- 
ment of this disease would be back where 
it was in the hands of the internist. If the 
internist could deal directly with the 
coronary vessels a new concept of ther- 
apy would open to him and treatment 
would become more effective. Fortunate- 
ly, a new concept has been produced in 
the experimental laboratory. 
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Definition of the Problem 


In order to solve a problem in science it 
is necessary to define it in clear and pre- 
cise terms. The problem in coronary 
artery disease concerns supply of red 
blood to the heart muscle, but the prob- 
lem can be defined with greater pre- 
cision. It has two components: o7e con- 
cerned with uniform oxygenation of the 
mvocardium and the other with sufficient 
blood to keep the myocardium viable so 
that it can continue to contract. 


UNIFORMITY OF 
THE 


OXYGENATION — 
ELECTRICALLY STABLE HEART> 


A uniformly pink heart is electrically 
stable. Currents taken from the surface of 
a uniformly pink or we'l oxygenated 
heart are isoelectric. When currents are 
taken in an anesthetized dog and the in- 
tratracheal tube is clamped off for six 
to nine minutes, the animal becomes 
cyanotic and the heart uniformly blue. 
Currents taken from the surface of this 
heart are isoelectric and are identical to 
those from a uniformly pink heart. My 
associate, Dr. David S. Leighninger, has 
done this experiment in 60 dogs and in 
each instance the heart maintained its 
coordinated rhythm up to its last feeble 
stroke. When the heart stopped beating 
it dilated and went into ventricular stand- 
still. In no instance did it fibrillate. A 
uniformly cyanotic heart is electrically 
stable. Emphasis is placed upon the uni- 
formity of oxygen tension in the myo- 
cardium. The heart is electrically stable 
regardless of oxygen content in the mus- 
cle, provided the content is uniform 
throughout the myocardium. The heart 
in a blue baby is electrically stable as is 
also the heart in the cyanotic patient with 
valvular disease. 


LACK OF UNIFORMITY OF OXYGENATION— 
PHE ELECTRICALLY UNSTABLE HEART 


An uneven distribution of oxygen can 
be produced in both the well oxygenated 
and the poorly oxygenated heart. Uni- 
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formity is lost in the pink, or well 
oxygenated heart, by coronary artery 
occlusion produced either by disease or 
by ligature. Uniformity is lost in the 
blue, or poorly oxygenated heart, by 
cannulating a major artery and perfusing 
it with oxygenated blood. The one is 
a blue island in a pink heart and the 
other is a pink island in a blue heart. 
Currents taken from the surface of the 
heart show S-T segment depression over 
the pink areas and S-T segment elevation 
over the cyanotic areas. The zone of 
contact between blue and pink and pink 
and blue shows differences in electrical 
potentials. These currents may be strong 
enough to destroy the coordinated 
mechanism and_ produce _ fibrillation. 
These hearts are electrically unstable 
and have the potential of death. 


NIUSCLE VIABILITY AND CONTRACTION 


The second part of the definition of 
the coronary problem concerns blood 
supply in reference to both viability of 
muscle and energy of contraction. In 
the course of occlusive disease, one cor- 
onary artery after another becomes 
partially or completely occluded with- 
out producing currents strong enough 
to fibrillate the heart. In this respect, 
the heart remains electrically stable 
from one bout of coronary occlusion 
to another. The patient weathers these 
attacks but the heart muscle suffers 
irreversible damage from fibrosis. Finally 
the heart gives way and fails. Usually 
death is not sudden and unexpected in 
this group of patients as it is in those 
with unstable conditions. 


rWO TYPES OF DEATH IN CORONARY 
ARTERY DISEASE 


According to the definition of the cor- 
onary problem, which implies and even 
demands that there be two types of 
death in coronary artery disease, there 
are two types—both are related to blood 
supply but otherwise they are different. 














One occurs in the electrically unstable 
heart with or without destruction of 
muscle and the other occurs in failure 
from severe muscle damage in an elec- 
trically stable heart. 

In all victims of coronary artery dis- 
ease, the heart can be classified into 
one of three groups. In one group, 
there is no muscle damage and, accord- 
ing to Yater, this represents one-third 
of a!l the victims of the disease.* These 
persons die of electrical instability. The 
second group consists of hearts with 
infarct plus electrical instability. A large 
proportion of these hearts are anatomi- 
cally capable of continued function. 
They represent about 57 per cent of 
the total deaths. Approximately 10 per 
cent of the total number is in the group 
of failure due to muscle damage. These 
are stable hearts. 

The percentages in each group are 
approximate. There is no sharp line of 
demarcation between the second and 
third groups because there are instances 
in which the mechanism of death could 
be either fibrillation, asystole, or failure. 
A heart with severe damage and about 
to go into failure could develop currents 
strong enough to fibrillate it. Probably 
some of the hearts with less severe dam- 
age stop in asystole before they fibril- 
late or they may not fibrillate. 

In summary, one-third of all victims 
have an unstable heart without muscle 
damage, 57 per cent have an unstable 
heart with muscle damage, and 10 per 
cent have a stable heart with extensive 
muscle damage and die of cardiac failure. 


Definition of the Problem Versus 
Present Day Treatment 


The internist who treats coronary 
artery disease accepts supreme command 
of the most important cause of death 
without commensurate — responsibility. 


When a patient dies under his treatment 
he is not responsible for the death. While 
he may not have helped his patient very 
much by rest, sedation, and pills he did 








nothing similar to an operation that 
could be interpreted as a contributory 
cause of death. The internist would like 
to remain in charge of patients with 
coronary artery disease, and so far has 
shown little interest in surgical develop- 
ments. 

On the basis of our definition, two 
ideas about this disease are clear. One 
concerns the desirability of reducing 
oxygen differentials in the muscle in 
order to reduce the electrical potentials 
and make the heart more stable. Addi- 
tional blood to anoxic areas accomplishes 
this result. The other idea which is 
clear is that nothing can renew degener- 
ated myocardium. Once the muscle is 
destroyed it cannot be restored. The 
only therapy for patients with extensive 
degeneration is the treatment of cardiac 
failure. Research emphasis, therefore, 
should be placed upon the electrically 
unstable heart. 


HOW CAN ELECTRICAL STABILITY BE 
PRESERVED? 

Stability is preserved by keeping the 
oxygen differentials below the threshold 
of fibrillation. It may be in order to 
introduce a new equation in medical 


language: : 
Oxygen differentials 





Fans teeter = Threshold of fibrillation 
Oxygen differentials refer to the 
amount of oxygen in adjacent areas of 
muscle which in turn produces electrical 
currents. These have been referred to 
as currents of injury by the physiologists 
but this term is not correct. The strength 
of these currents is one factor in deter- 
mining results and the threshold of fibril- 
lation is another. This term refers to 
the amount of electrical disturbance 
necessary to destroy the coordinated 
mechanism. It varies under different 
conditions. Thus hypothermia reduces 
threshold, an effect which was measured 
experimentally by Selman and Brofman.* 
While these terms lack full definition, 
they serve a purpose for future study. 
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We know that oxygen differentials 
are dangerous. We know that they can 
be reduced by uniformity of distribution 
of blood. Emphasis is placed on uniform- 
ity of distribution rather than amount 
of blood because a uniformly cyanotic 
heart is electrically stable. In the pres- 
ence of arterial occlusion, these differ- 
entials are reduced by addition of blood 
to the muscle beyond the occlusion. 
Probably they can be reduced also by 
maintaining a low normal content in 
the muscle that is supplied by normally 
patent arteries. 

Thus, death in the man who goes 
out to shovel snow may be caused in 
part by the high normal content in 
muscle brought about by the brisk cor- 
onary circulation from the exertion as 
well as by the retarded circulation from 
a thickened or partially occluded cor- 
onary artery. Had this man sat on the 
sofa indoors his heart would not have 
“pinked up” so much and the probability 
is that the oxygen differentials would 
not have been strong enough to fibrillate 
the heart at rest and he would have lived. 
The scientific explanation of the effec- 
tiveness of rest and sedation is found 
here. The term “oxygen differentials” 
is not in the vocabulary of the internist. 
since this expression is only a few months 
old, but he knows that he is giving 
his patient good advice when he tells 
him to take it easv and rest. 

HOW CAN ANOXIC 
AREAS BI 


BLOOD SUPPLY TO 
IMPROVED: 


When a red blood cell leaves the aorta 
and enters the descending ramus or the 
circumflex ramus of the left coronary 
artery or the right coronary artery its 
subsequent course is fixed in 91 per cent 
of normal human hearts. Once a blood 
cell enters artery A, it cannot move over 
to artery B or C, except in 9 per cent of 
normal human hearts. Results of a study 
showed that 9 per cent of normal human 
hearts had intercoronary arterial com- 
munications and 91 per cent did not have 
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them.°® If these channels are present be- 
tween A, B, and C, then it is possible for 
a red cell to enter artery A and deliver its 
oxygen to a muscle cell normally sup- 
plied by artery B_ or C. This rerouting 
of blood to ischemic muscle lays the 
problem open to scientific attack. 


HOW CAN INTERCORONARY ARTERIAL 
CHANNELS BE PRODUCED? 


They were first produced experimentally 
in my laboratory. The most effective 
stimulus is the reaction of inflammation 
from mechanical or chemical agents, 
such as abrasion of the epicardium and 
the lining of the parietal pericardium. 
The most effective and the least destruc- 
tive inflammatory agent is powdered 
asbestos. Talcum powder is a_ close 
chemical relative of asbestos but it is 
not as effective as asbestos. These meth- 
ods utilizing inflammation can be incor- 
porated into surgical operation. 

Another stimulus is that of arterial 
occlusion. When a coronary artery is 
occluded either by disease or by the 
ligature, the pressure in the arterial bed 
distal to the occlusion is less than normal. 
The muscle supplied by the occluded 
artery is anoxic. Either or both of these 
factors—pressure differential and anoxia 
—is instrumental in producing intercoro- 
naries provided the arterial occlusion is 
severe. Thus, Zoll, Wessler, and Schles- 
inger found them to be present in 9 per 
cent of normal human hearts. When the 
occlusive disease reduced the diameter of 
an artery up to 75 per cent, the incidence 
of intercoronaries remained at 9 per cent. 
When the occlusion was between 75 per 
cent and not quite complete, the inci- 
dence was 58 per cent. When the occlu- 
sion was complete, the incidence was 89 
per cent for acute closures and 100 per 
cent for chronic closures. 

These figures are important in the cor- 
onary problem from the standpoint of 
surgical treatment. On the basis of this 
study 9 per cent of the people with- 
out coronary artery disease have inter- 














coronaries. These people are probably 
born with them. About 10 per cent of 
the normal dogs have them and these 
are the animals with the best chance 
to survive test ligation of a coronary 
artery. Similarly, the people who possess 
these channels are probably the ones 
who have the best chance to survive 
coronary artery occlusion produced by 
disease. Obviously, it would be desirable 
if all persons had these channels and 
a problem for the future is how to pro- 
duce them in the other 91 per cent 
before occlusion strikes. It is unfortunate 
that lesser degrees of occlusion—less than 
75 per cent of the diameter of an artery— 
are ineffective, because this amount of 
occlusion wipes out a large segment 
of the coronary population. The fact 
that one out of three victims of the 
disease dies without muscle damage 
points up the terrific toll from oxygen 
differentials, electrical potentials, and 
fibrillation in hearts without destroyed 
muscle. The great incidence of death 
in patients with hearts capable of con- 
tinued function is not fully appreciated 
by the medical profession. 

Another point brought out by the 
Boston investigators is that intercoronary 
channels were present in 89 per cent 
of specimens with complete occlusion 
of an acute nature and in 100 per cent 
of specimens with occlusion of a chronic 
nature. My interpretation of this high 
incidence is that presence of these chan- 
nels maintained life long enough for 
the occlusive process to become com- 
plete. The incidence of 100 per cent 
in the chronic complete occlusions is 
significant, and means that these channels 
were necessary for the occlusive process 
to become chronic. If these channels 
had not been present, then the patient 
probably would have died” somewhere 
along the line of occlusive disease. 

In each instance, the presence of 
intercoronaries made it possible for the 
occlusion to become complete and 


chronic; it is not true that complete 








and chronic occlusion always produced 
the intercoronaries, because the stimulus 
of occlusion is not sufficiently effective 
to accomplish this. It means that this 
group of complete and chronic occlu- 
sion has gone through a screening 
process and that many lives were lost 
in production of this select group. Only 
the hearts which readily developed 
intercoronaries entered this group. No 
doubt hearts vary in their responses to 
the stimulus of occlusion. This varia- 
tion exists in dogs. It is possible that 
this group with complete and chronic 
occlusion includes those people who 
had intercoronaries at birth. 

Another point concerns the patient 
who sustained coronary occlusion years 
ago, made a good recovery, and lived 
for years with no symptoms. Such 
people are star performers whom the 
medical cardiologist likes to discuss be- 
cause the result is so good and so unusual. 
The explanation for this result is: (1) 
the presence of intercoronary channels 
supported the heart beat at the crisis 
of the occlusion and (2) the occlusive 
disease remained static after the occlu- 
sion without further muscle damage. 

It is possible that the stimulus of 
inflammation and the stimulus of occlu- 
sion may augment each other when 
combined. The measurements which we 
made on dogs did not combine these 
two stimuli. This, of course, is not the 
case in patients operated upon for cor- 
onary artery disease. They have occlu- 
sive disease and the stimulus of inflamma- 
tion is added to the disease which is 
already present. Perhaps both together 
aré more effective than when applied 
separately. This statement is made be- 
cause the results of operation in human 
patients are so good. 


CORONARY ARTERIOSCLEROSIS IN THE 
HUMAN BEING VERSUS EXPERIMENTAL 
STUDIES ON DOGS 

The question has been raised as to 
whether the experimental work on the 
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coronary arteries is valid because cor- 
onary arteriosclerosis cannot be _ pro- 
duced in dogs. The answer is obvious. 
Arterial disease reduces blood flow. This 
is a side effect of the disease but it is 
this that kills the patient. In the experi- 
mental work, the blood supply was 
reduced by ligation of one or more cor- 
onary arteries. Even if the arteriosclerotic 
process could be produced experimental- 
ly it would not be a satisfactory method 
for scientific study because neither de- 
gree nor site of occlusion could be 
produced with any degree of precision. 
As a method for reduction of blood 
flow, the ligation is preferable to the 
disease for scientific study. For purposes 
of testing the benefit of a surgical pro- 
cedure, there is no method of reducing 
coronary inflow as valuable as the liga- 
ture. We have little desire to obtain 
a method producing gradual occlusion, 
although this was once considered impor- 
tant. Even if such a method existed, it 
would introduce variables that would 
make interpretation of results more 
difficult than they have been. 


METHODS FOR INIPROVING 
CORONARY CIRCULATION 


4 CRIPPLED 


In general there are two methods. One 
consists of producing a more uniform 
distribution of the available blood in 
the coronary system. The other consists 
of bringing in blood from outside 
sources. The one does not add to total 
blood supply; the other does. There 
are other possibilities for the future. If 
the heart could be put at rest so that 
the beat is not necessary, it might be 
possible to resect segments of diseased 
arteries, to make an anastomosis distal 
to an occluded segment of artery, to 
open the occluded artery and remove 
atheroma and other occlusive material, 
and to restore the channel. At present, 
the most important contribution that 
surgical operation can make is produc- 
tion of an even distribution of blood. 

The production of intercoronaries has 


506 Geriatrics, November 1955 





been discussed. The addition of blood 
from outside sources has received much 
study by me and my associates, by 


and by others. In general, 
there are two ways to add blood to 
the heart. One is by grafting tissues 
on the heart with the expectation that 
capillary anastomosis or other small 
vessel anastomoses will develop. The 
other is by tapping the aorta with a 
free vein graft and delivering blood to 
the coronary sinus system of veins so 
that the blood will reach the capillaries 
in a retrograde direction, thus convert- 
ing the venous system into a so-called 
arterial system. Up. to the present, these 
methods for addition of blood have been 
limited but they are going through 
a period of development and surgeons 
should be encouraged to improve these 
methods. If surgical methods are not 
developed and improved, the treatment 
of coronary artery disease will remain 
static and in the same position as it was 
years ago. This subject is discussed in the 


Vineberg, 


Journal of the American Medical Associa- 


tion of November 27, 1954 and reprints 
are available. 


New Concepts in Coronary Artery 

Disease 
The factor determining life or death in 
the human being may be small. People 
die by the tens of thousands—on the 
golf course, in the office, and at home— 
and the death factor is small. Blood 
supply and muscle function may both 
be adequate for life. In many instances, 
death is comparable to stopping the 
pendulum of a clock and restoration of 
the beat is like starting it again. This 
is a new idea and one which will prob- 
ably not be accepted by the medical 
cardiologist. To start the human heart 
as one would start the pendulum of a 
clock requires a group of fortuitous 
circumstances which must all come to- 
gether at the proper time. 

One cannot be certain from the medi- 
cal literature that this has ever been 














accomplished. My associates and I have 
been giving a course in resuscitation of 
the heart and someone who took this 
course attempted resuscitation on the 
golf course. His attempt met with fail- 
ure and ridicule because there is a general 
medical belief that a heart that stops 
in the presence of coronary disease can- 
not be started again. This feat, which 
has now been accomplished, carries un- 
told significance for the future. A heart 
that stops because of electrical potentials 
and perhaps a variable threshold for 
fibrillation can be made to. beat again 
without improving the coronary cir- 
culation. All that may be necessary is 
a second chance to beat without im- 
provement or change in the coronary 
artery circulation. 

The patient in whom this was ac- 
complished is a 65-year-old physician. 
On the morning of June 22, 1955, he 
had an electrocardiogram at University 
Hospital, Cleveland, because of pre- 
cordial pain. On leaving the hospital 
he collapsed, fell to the floor, and lost 
consciousness. He was taken to the 
accident room, which was nearby. Pulse, 
respiration, and heart sounds were ab- 
sent. The left chest was slit open and 
the heart emptied by squeezing it by 
hand. Oxygen was delivered to the lungs 
through an intratracheal tube. The ven- 
tricles were fibrillating. Twenty-five 
minutes were spent in trying to restore 
the beat. The heart was shocked several 
times. I was called, and the pericardium 
was opened. The ventricles showed 
coarse fibrillation. The heart was 
shocked twice but the electrodes were 
dry and sufficient current did not pene- 
trate the heart. The electrodes were 
moistened with saline and the heart was 
shocked again. At once a normal heart 
beat returned with normal blood pressure 
and pulse rate. Beads of perspiration ap- 
peared on the dead man’s forehead as 
the circulation was restored. The electro- 
cardiogram showed an acute posterior 
myocardial infarct. After two days of 








disorientation, the patient’s mental con- 
dition cleared and became normal. As of 
September 1, 1955, the patient feels well 
and desires to resume his practice. 

It is obvious that we are dealing with 
new concepts in coronary artery dis- 
ease. These hearts are not worn out. They 
are electrically unstable and can be made 
to beat again. The old points of view 
must give way to the new, otherwise our 
knowledge will remain static. 


The Beck I Operation 


This operation consists of four compo- 
nents—(1) mechanical abrasion of the 
lining of parietal pericardium and surface 
of the heart; (2) application of an in- 
flammatory agent to these surfaces in the 
form of 0.2 gm. powdered asbestos; (3) 
partial occlusion of the coronary sinus 
to a diameter of 3 mm.; and (4) grafting 
parietal pericardium and mediastinal fat 
to the surface of the heart. Each proce- 
dure contributes something to the bene- 
ficial effect of the operation. The inflam- 
matory reaction produced by abrasion 
and asbestos produces intercoronary 
channels. Partial occlusion of the coro- 
nary sinus provides more complete ex- 
traction of oxygen from the blood, re- 
duces oxygen differentials in the pres- 
ence of coronary artery occlusion, and 
produces intercoronary channels. Sinus 
occlusion is not beneficial in the presence 
of normal coronary arteries, since it re- 
duces arterial inflow, but it is beneficial 
in the presence of occlusion. The graft- 
ing of tissues on the heart may bring ad- 
ditional blood to the heart, but effective- 
ness of this procedure is often in doubt. 


HOW MUCH BLOOD IS NECESSARY TO 
HELP THE HEART? 


Let us suppose that the descending ramus 
or circumflex ramus of the left coronary 
artery is suddenly and completely occlud- 
ed high in the course of the artery. How 
much blood is needed by the ischemic 
muscle beyond the occlusion to preserve 
electrical stability and viability of the 
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muscle? In other words, how much blood 
is necessary to keep the heart beating 
without infarction? Is it 100 cc. a minute, 
50-2. A0sce., 5 cc., 3 cc3-Or 2 OCs 
minute? The reader probably desires the 
impossible—that is, a completely patent 
artery to replace the occluded one—and 
probably does not attach much impor- 
tance to the small quantities just men- 
tioned. The importance of a few cubic 
centimeters per minute must be appreci- 
ated if this work on cardiac revasculariza- 
tion is to be accepted. 

The best place to learn this lesson is 
in the research laboratory. We have 
considerable data on this subject which 
have been published in many scientific 
articles. When the circumflex artery is 
ligated at its origin in normal dogs and 
the artery cut distal to the ligature, an 
average quantity of 3.8 cc. per minute 
flows from the artery, known as the 
Mautz Gregg backflow. This blood 
comes from the other coronary arteries 
and, if the patient has been protected 
by operation, it may come from other 
sources. It does not come from Thebesian 
vessels as was believed some years ago. 
This quantity of blood is the average 
amount in normal dogs, but there are 
fluctuations up and down from this fig- 
ure. About 30 per cent of the normal 
dogs have a backflow of 5 cc. or more 
per minute, and these are the dogs that 
survive ligation of the descending artery. 
They survive, stability is preserved 
but they all develop infarcts. About 10 
per cent of the normal dogs have a back- 
flow of 6.5 cc. or more per minute and 
these are the dogs that survive ligation 
of the circumflex artery. They survive, 
stability is preserved, but they all de- 
velop large infarcts. 

These measurements on 67 normal 
dogs were made by my associate, Dr. 
David S. Leighninger. The mortality 
figures are from my laboratory. On the 
basis of these measurements, 5 cc. per 
minute, or 300 cc. per hour, will carry 
the dog over the crisis of descending 
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artery occlusion, and 6.5 cc. per minute, 
or 390 cc. per hour, will carry the dog 
over the crisis of circumflex artery 
occlusion. This is not without infarct. 
It preserves stability, which is life. 
These quantities of blood take on great- 
er significance if they are considered 
as an hourly transfusion of 300 or 390 
cc. of blood directly into ischemic 
muscle. Again, these quantities are for 
the best normal dogs. No doubt a similar 
situation exists for the normal man and 
woman. There is no need to surround 
the human heart with this mysterious 
lack of understanding which is so prev- 
alent in cardiologic circles. 


THE EFFECTIVENESS OF THIS OPERATION 


Mautz Gregg backflow determinations 
were made by Leighninger in 41 dogs 
in which this operation had been done 
previously. The interval between opera- 
tion and determination of backflow 
varied from a few weeks to twelve 
months. The average backflow was 8.5 
cc. per minute, or 510 cc. per hour, 
compared to the average normal of 3.8 
cc. per minute, or 228 cc. per hour. 
The amount added by operation was 
8.5 cc. minus 3.8 cc., which is 4.7 cc. 
per minute, or 282 cc. per hour. Thus 
the operation provides a transfusion of 
282 cc. of blood per hour into muscle 
made ischemic by ligation of the circum- 
flex artery. This amount of blood is pres- 
ent at the moment of occlusion, which 
is the critical time. 

Analysis of the individual backflow 
determinations in Leighninger’s series 
indicates that in 29 of the 41 dogs, or 
70 per cent, the backflow was 5 cc. or 
more per minute. As mentioned pre- 
viously, a dog with backflow of 5 cc. 
or more per minute survived ligation 
of the descending coronary artery at its 
origin. Thirty per cent of the normal 
dogs and 70 per cent of the dogs with 
Beck I operation had backflows of 5 cc. 
or more per minute. These dogs should 

















survive ligation of the descending cor- 
onary artery. 

This test artery was actually ligated 
in 30 dogs in which the Beck I operation 
had been done, and the actual recovery 
rate was 73.4 per cent. This artery was 
ligated in over 100 normal dogs and the 
recovery rate was 30 per cent. It is 
scientifically reassuring to find such 
mathematical precision in a subject that 
has been so devoid of measurements. 
This operation also reduced the size of 
the infarct by about 60 to 70 per cent 
in those dogs that survived ligation and 
which were previously protected by 
operation. In many of the specimens, 
there was no gross infarct, whereas 
every normal heart that survived ligation 
had an infarct and in most of the normal 
specimens the infarct was large. 

In summary, the Beck I operation 
perfuses the circumflex arterial bed with 
282 cc. of blood per hour. This blood 
is available immediately after arterial 
occlusion. It is there to meet the crisis 
of occlusion. This amount of blood 
lowers mortality by reducing oxygen 
differentials and electrical potentials, and 
reduces the infarct by preserving the 
viability of heart muscle. These facts 
have been established but the medical 
cardiologist has not yet accepted them. 


SELECTION OF PATIENTS 


Patients are chosen for operation by the 
following criteria: 

1. Patients with a family history of coro- 
nary disease. The operation is recommended 
as a prophylactic measure in the presence of 
a bad family history. So far only one patient 
in this category has been accepted. A posi- 
tive diagnosis of coronary artery disease has 
not been made on this patient. His father, 
uncle, and two brothers died of the disease. 
The risk of the operation in this group of 
patients should be almost zero. The operation 
would place the patient in the group of 9 per 
cent of normals with intercoronaries. If and 
when occlusive disease strikes, he will have a 
better chance of survival and his muscle will 
be protected. 





2. Patients with coronary insufficiency 
without infarct. These patients are good can- 
didates for operation. They have good mus- 
cle. The risk of operation should be almost 
zero. The intercoronaries resulting from op- 
eration will help to preserve the electrical 
stability of the heart as the occlusive disease 
becomes more severe. 


3. Patients with an occlusion without in- 
farct. These patients are good candidates. 

4. Patients with one or more infarcts, nor- 
mal heart size, and able to work. These are 
good candidates for operation. The risk is 
slight or almost absent. 


5. Patients with one or more infarcts, slight 
enlargement of heart, and able to work. Most 
of my surgical patients are in this group. 
Some had status anginosus. 


6. Patients with infarcts, definite cardiac en- 
largement, and not able to work. I have op- 
erated on patients in this group, but such 
patients provide the mortality. We classify 
them as salvage cases. Some have had excel- 
lent results after operation. These patients 
are anxious to have the operation performed 
but the high mortality should be recognized 
and patients chosen with care. If the blood 
pressure falls below 90 mm. Hg on the oper- 
ating table before the incision is made, opera- 
tion should be cancelled and not done later. 

7. Patients with infarct, cardiac enlarge- 
ment, and signs of failure. These patients are 
not acceptable. Nocturnal dyspnea, edema of 
ankles, and moisture in the lungs are contra- 
indications. Considerable irreversible cardiac 
damage is present in these patients and, if they 
should survive operation, the amount of bene- 
fit would probably not be very great. 


8. Patients with increasing angina. Opera- 
tion is delayed in these patients because the 
occlusive disease may be increasing, there 
may have been a recent infarct, or there may 
be an impending infarct. 

9. Patients with a recent infarct. Operation 
is delayed for six months so that the condition 
will have time to stabilize and repair itself as 
much as possible. 

10. Problem cases. lf there is a question as 
to acceptability, the patient is sent home for 
two or three months, then returns for re- 
evaluation. 


MORTALITY 


In the last 100 cases, the mortality was 
6 to 8 per cent, with 2 patients dying 
of thoracotomy alone. Most of these 
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patients had severe disease and the mor- 
tality is primarily due to the disease 
and secondarily to the operation. The 
mortality can be raised or lowered by 
selection of cases. It is possible to raise 
it by selecting poor-risk patients. We 
would like to keep it at about the pres- 
ent level since this allows us to accept 
patients with severe disease. It is advis- 
able to cancel the operation if the blood 
pressure falls under anesthesia to 80 or 90 
mm. Hg before the incision is made. 


CLINICAL RESULTS 


Nine out of 10 patients operated upon 
are improved to the point where they 
have little or no pain and where they 
can return to work. Most patients are 
relieved of anginal pain within a few 
days after operation. They differentiate 
anginal pain from incisional pain. The 
same incision is used as that for mitral 
stenosis but the coronary patient is 
more cheerful than is the mitral patient 
about his condition after surgery. It is 
almost necessary to see these patients 
to appreciate results. Results obtained by 
other surgeons are about the same as ours. 

I shall not comment upon longevity 
after operation, except to say that oper- 
ation saves the life of a dog after a 
coronary artery is ligated and without 
doubt it has saved human life. Informa- 
tion on this subject is being collected 
and a definite answer to the question 
of longevity should be possible in the 
future. A few patients develop the usual 
signs of coronary occlusion after opera- 
tion. No doubt occlusions occur in these 
patients, but the evidence is often not 
sufficient for the diagnosis. This is to be 
expected, since the operation does not 


stop the disease process but the intercor- 
onaries produced by operation lessen the 
effects of the occlusion when it occurs. 


Conclusions 


The coronary problem has been defined 
and the definitions open the problem to 
scientific understanding and attack. Sur- 
gical operation protects the heart against 
the destructive effects of arterial occlu- 
sion provided the operation is done 
before the occlusion occurs. Operation 
maintains stability, saves life, and pro- 
tects heart muscle from degeneration. 

The mechanism of protection has been 
demonstrated and measured in various 
ways. The clinical results on patients 
are in accord with all laboratory mea- 
surements on dogs. 

It is not necessary to produce coron- 
ary artery disease in dogs to study and 
understand the problem. The problem 
is not the disease in the arteries, but 
the reduction of blood flow that kills 
or incapacitates the patient. Blood flow 
can be reduced by the ligature as well 
as by the disease. 

These new concepts are based on ap- 
proximately 5,000 operations on the 
coronary vessels of dogs over the past 
twenty-three years and operations on 
260 human patients. The thinking and 
conclusions have been based entirely 
upon direct manipulation of the coron- 
ary vessels. These facts must be under- 
stood before they can be accepted and 
progress in this direction is being made. 


From the Western Reserve University School 
of Medicine and the University Hospitals, 
Cleveland, Ohio. This work was supported by 
grants from the United States Public Health 
Service and the Cleveland Area Heart Society. 
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Surgical treatment for 


coronary artery disease 


Medical evaluation of 70 consecutive patients 


B. L. BROFMAN, M.D. 


CLEVELAND, OHIO 


® Although coronary artery disease is 
the most important single cause of death 
and disability in the population as a 
whole, in the older age groups its in- 
cidence is so great that it is more impor- 
tant than all other causes of death com- 
bined. In contrast to the ineffectiveness 
of medical measures in the treatment of 
coronary artery disease and its conse- 
quences, considerable progress has come 
from the surgical laboratory. Through 
the close cooperation of the cardiac sur- 
geon and the medical cardiologist, a safe 
and effective operation has been devel- 
oped. 

Of prime importance in the successful 
application of such surgery is the basic 
concept of the consequences of coronary 
artery disease in man.’ It has been dem- 
onstrated that its catastrophic sequelae 
are due to muscle destruction only to a 
minor degree. The great majority of cor- 
onary deaths are caused by a disruption 
of the normal coordinated mechanism of 
the heart beat.* By and large, coronary 
death is due to inequalities in blood sup- 
ply to contiguous areas of the myocar- 
dium. The heart with diffuse coronary 
disease and with equally generalized re- 
duction in coronary blood flow, is elec- 
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The Beck operation for coronary 
artery disease has proved to be a safe 
and effective method for providing a 
more adequate distribution of avail- 
able coronary inflow. Only 5.5 per 
cent of 70 patients undergoing sur- 
gery died prior to discharge. Approxi- 
mately 85 per cent of long-term fol- 
low-up patients have little or no pain 
and are able to work full or part-time. 


trically stable. With inequalities in blood 
supply, electrical instability occurs and 
may result in cardiac death. 

Briefly, as a result of unequal blood 
supply to contiguous areas, the relatively 
ischemic area becomes electrically nega- 
tive to surrounding, better oxygenated 
muscle. A current of oxygen differential 
is produced, which, acting on cells in the 
transitional zone between the two areas, 
may produce ventricular fibrillation and 
cardiac arrest if the fibrillation threshold 
of. these cells falls low enough. Thus, a 
condition of electrical instability is said 
to exist. In a heart rendered generally 
ischemic, there may be.extensive destruc- 
tion of muscle, but this heart is still elec- 
trically stable. The most practical im- 
mediate approach is not that of attempt- 
ing to bring in a completely new blood 
supply to the myocardium, but to pro- 
vide adequate redistribution of the avail- 
able blood supply. Only a few cubic 


Geriatrics, November 1955 $11 





centimeters of blood in the right place 
can prevent the catastrophic sequelae of 
coronary artery disease. The Beck I oper- 
ation, by stimulating functional inter- 


coronary channels and_ extracoronary 
communications, provides more adequate 
distribution of a somewhat augmented ar- 
terial blood supply. 

This operation has been evolved as a 
safe and effective procedure for patients 
with coronary artery disease. The 
achievement of a low operative mortality 
and the demonstration of clinical benefit 
justifies increased application to patients 
in the higher age groups. The surgical 
details have been reported elsewhere.’ 
Briefly, the operation consists of: abrasion 
of the parietal pericardium and epicar- 
dium, partial ligation of the coronary 
sinus, instillation of asbestos, and grafting 
of parietal pericardium and mediastinal 
fat to the heart. This is done as a brief, 
one-stage procedure. The following ob- 
servations are based upon a series of 70 
patients undergoing surgery at Mount 
Sinai Hospital in Cleveland since July 
1952. 


Indications for Operation 
The primary indication for operation is a 
positive diagnosis of coronary artery dis- 
ease. Ideally, operation is performed be- 
fore there is extensive damage to heart 
muscle. Operation can prevent mechan- 
ism death and it can relieve areas of 
ischemia responsible for pain, but it can- 
not restore degenerated heart muscle, nor 
can it arrest the occlusive process in the 
coronary arteries. When there has been 
so much muscle damage that the heart 
has begun to dilate, it is too late for 
operation. 

The diagnosis is established primarily 
by history. Electrocardiographic  evi- 
dence of myocardial infarction merely 
confirms the diagnosis. A large number 
of patients in this series were operated 
upon despite absence of electrocardio- 
graphic evidence, even after standard ex- 
ercise tolerance tests. 
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Selection of Patients 


Selection and evaluation of patients is 
properly carried out by the internist or 
cardiologist, independently of the cardiac 
surgeon. Great care must be exercised in 
establishing the diagnosis. Unfortunately, 
in the great majority of patients, objec- 
tive tests are of little or no assistance in 
determining the extent of disease and 
evaluating the effect of any procedure. 
The age of patients in this series ranged 
from 28 to 72, with an average age of 49. 
Although advanced age is not in itself a 
specific contraindication, patients over 
65 do not tolerate operation as well. The 
following broad classification has been 
applied to patients considered for oper- 
ation: 
Group I: Mild disease. Patient usually un- 


der 50 years. Mild to moderate angina. May 
have evidence of small infarct without an- 
gina. Operative mortality less than 3 per 
cent. 

Group Il: Moderately advanced disease. 
One or more myocardial infarctions. Mod- 
erate to severe angina. Operative mortality 
less than 6 per cent. 

Group III: Salvage, usually too late for 
benefit. Extensive muscle damage, cardiac 
enlargement, signs of congestive failure. 
Severe hypertension. Status anginosus. Op- 
erative mortality approximately 12 per cent. 


Contraindications 


In a patient with a proved, or even sus- 
pected, acute myocardial infarction, op- 
eration must be delayed four to six 
months. In addition to averting the ob- 
vious dangers of operation at this time, 
the delay permits natural development of 
some, intercoronary arteries. 

Evidence of advanced congestive heart 
failure precludes operation. Despite the 
fact that such patients tolerate the pro- 
cedure remarkably well, the little that 
can be achieved by surgery does not 
justify the risk. The presence of any 
other cardiac condition, such as rheumat- 
ic valvular disease which in itself is 
irreversible and dynamically significant, 
is a contraindication. However, a com- 














bined mitral commissurotomy and Beck I 
operation has been performed success- 
fully in 7 patients. 

Ordinarily, operation is contraindi- 
cated in the presence of intercurrent dis- 
ease such as severe hypertension with 
generalized vascular disease, severe dia- 
betes, and even in significant pulmonary 
emphysema. Patients with overt or even 
suspected narcotic addiction, as well as 
those with psychoses, present difficult 
problems and should not be candidates 
for surgery. 

The great majority of patients with 
coronary disease are acceptable candi- 
dates for operation. It is the responsibil- 
ity of the physician to acquaint the pa- 
tient with the positive approach to the 
problem offered by surgery. By the same 
token, operation should never be urged 
upon a frightened or unwilling candidate. 

Operation must be performed as early 
as possible in the course of the disease. 
If operation were to be reserved for 
patients having at least one myocardial in- 
farction, a significant number would die 
a mechanism death without suffering 
from myocardial infarction. Operation 
is indicated particularly in a patient with 
a bad family history of coronary disease. 

Obviously, the spontaneous mortality 
of patients presented for surgery is quite 
high, since these patients are generally 
greater risks than the average patient with 
coronary disease. In addition to this series 
of 70 surgical cases, there were 6 other 
patients considered as surgical candi- 
dates who died before the day of opera- 
tion. 


Preparation of Patient and Medical 
Care During Surgery 


Generally, a minimum number of diag- 
nostic procedures should be carried out. 
If the diagnosis of coronary disease is 
positively established, such procedures as 
a gallbladder or a gastrointestinal series 
are superfluous and may be dangerous. If 
the routine electrocardiogram shows evi- 
dence of old myocardial infarction, the 





diagnosis is confirmed. Such procedures 
as exercise tolerance tests should be per- 
formed only in patients with normal elec- 
trocardiograms in whom there is doubt 
as to diagnosis. Exhausting diagnostic 
studies do not constitute good preopera- 
tive management for a patient with cor- 
onary disease. In addition to routine 
studies, cardiac fluoroscopy, venous pres- 
sure, and circulation time should be done. 

Before operation, the patient and his 
family must be told in great detail what 
the operation can do and what it cannot 
do. If the patient exhibits great anxiety, 
operation should be delayed. 

All patients should be adequately di- 
gitalized before surgery. This must be 
done even though there is no evidence of 
failure. Despite certain obvious theoretic 
objections to the use of digitalis in prep- 
aration for this type of surgery, we have 
extensive laboratory and clinical evidence 
that digitalis: (1) decreases the irritability 
of the heart, particularly during epicar- 
dial abrasion; (2) decreases incidence of 
various supraventricular arrhythmias oc- 
curring during induction and mainte- 
nance of anesthesia; (3) appears to aid in 
maintaining normal stroke volume and 
heart rate during operation; (4) definite- 
ly increases the ease of resuscitation of 
dogs and no doubt human beings, follow- 
ing cardiac arrest. In the opinion of sur- 
geon, anesthesiologist, and cardiologist, 
digitalized patients run a much smoother 
operative course than the nondigitalized. 

As a result of these rather conclusive 
observations during cardiac surgery, pre- 
operative digitalization was extended to 
a series of patients over 50 undergoing 
various forms of major surgery.’ Of ap- 
proximately 500 patients so treated, the 
incidence of arrhythmias, hypotension, 
and other major cardiac complications 
appears to be much less than in a control 
group. 

During the Beck I operation, the sur- 
geon, anesthesiologist, and cardiologist 
observe close teamwork. Although the 
surgeon assumes the major responsibility, 
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the cardiologist is in command. Continu- 
ous electrocardiographic observation, as 
with the cardioscope, is essential. The op- 
eration is interrupted whenever neces- 
sary. The appearance of alarming elec- 
trocardiographic changes, such as pro- 
longed intraventricular conduction or 
evidence of extensive ischemia, may be 
sufficient to cause termination of the op- 
eration at any given stage. 


Evaluation of Results 

Since July 1952, 70 patients with coron- 
ary disease had operations at Mount Sinai 
Hospital, Cleveland. Thirteen patients 
had the two-stage Beck II operation. 
Since the Beck I operation became the 
procedure of choice, there have been 
just 3 deaths in the last 55 surgical pa- 
tients, a mortality of 5.5 per cent. There 
were no deaths on the operating table. 
The 3 deaths, all in Group III salvage pa- 
tients, occurred on the first, second, and 
fourth postoperative days, all as a result 
of acute coronary occlusions. During the 
course of this series, 37 consecutive pa- 
tients underwent surgery without a 
death. This low mortality is all the more 
remarkable in view of the spontaneous 
mortality of the disease itself. 


FOLLOW-UP AFTER DISCHARGE 
FROM HOSPITAL 


On September 1, 1955, the first 44 consec- 
utive patients who survived operation 
had been followed from discharge, giving 
a follow-up period of nine months to 
three years, with an average of nineteen 
months. In these 44 patients, the preoper- 
ative classification was: Group I, 3 pa- 
tients; Group II, 27 patients; and Group 
III, 14 patients. In this entire group, there 
have been just 2 deaths, both in salvage 
cases, one at seven months and the other 
at one year postoperatively. Even these 
2 patients had exhibited some improve- 
ment before sudden death, presumably 
of coronary disease. This long-term mor- 
tality of 4.5 per cent compares quite 
favorably with a predicted mortality rate 
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of 25 per cent in a similar control group.* 
Admittedly, this statistical evaluation will 
increase in validity as more time elapses. 
A comprehensive evaluation of these 44 
consecutive patients reveals the follow- 


ing: 


Pain 
No pain 16 (36.5% ) 
Much less pain 22 (50%) 
No change 4( 9%) 
Dead 2( 4.5%) 
44 
Ability to Work 
Full-time 27 (61%) 
More work 10(23%) 
No better 5 (11.5%) 
Dead 2( 4.5%) 
44 


Of the 42 surviving patients, 4 have 
since had attacks clinically suggestive of 
acute myocardial infarction. However, 
in only 1 patient has a transmural myo- 
cardial infarction been demonstrated by 
electrocardiogram, and this occurred two 
years after operation. This patient had 
little pain after the first forty-eight hours 
and was discharged in three weeks; one 
month later he was ready to return to 
work. In the two years after operation, 1 
patient was hospitalized on three sepa- 
rate occasions because of sudden, severe 
pain. Although the electrocardiogram 
showed T-wave changes each time, there 
was no transmural infarction and the 
patient was discharged in one to two 
weeks. 

In many patients, improvement, as 
manifested by a decrease in angina, ap- 
pears within a few days. Generally, there 
is gradual, progressive improvement as- 
sociated with a remarkable degree of 
optimism and a sense of well-being. Early 
return to work is encouraged. 

Of the patients surviving operation, 
none has shown evidence of any deleteri- 
ous effect of the procedure. No case of 
constrictive pericarditis has occurred. 
The x-ray appearance of the heart is 
generally indistinguishable from the pre- 














operative contour. Hemodynamically, 
there is no significant alteration. The elec- 
trocardiogram usually shows some evi- 
dence of pericarditis postoperatively, but 
rapidly returns to the preoperative ap- 
pearance. 

Objectively, in some cases the ballisto- 
cardiogram has given evidence of the 
benefit afforded by operation. In a series 
of 25 patients studied before operation, 
immediately after operation, and six to 
eighteen months later, 10 have demon- 
strated some degree of improvement in 
previously grossly abnormal records. 


Conclusions 


The Beck operation for coronary artery 
disease is a safe and effective method for 
providing a more adequate distribution 
of available coronary arterial blood sup- 
ply to the heart. In preventing unequal 
oxygenation of contiguous areas of the 
myocardium, electrical stability of the 
heart is maintained. 

Operation is indicated in patients with 
a positive diagnosis of coronary artery 
disease unless there is a specific contrain- 
dication. The operation should sot be 
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considered as merely a salvage procedure. 
Best results are obtained by operating 
early in the course of the disease. 

Of the last 55 surgical patients oper- 
ated upon, 3 died in the immediate post- 
operative period, giving an operative 
mortality of 5.5 per cent. A lower mor- 
tality rate probably cannot be achieved, 
because of the spontaneous mortality in 
patients with severe coronary disease. In 
a series of 44 consecutive patients with 
a long-term follow-up of nine months to 
three years, only 2 have died; 38, or 86.5 
per cent, have little or no pain; 37, or 84 
per cent, are working either full time or 
more than before operation. 

In view of the proved effectiveness of 
the Beck operation for coronary disease, 
the demonstration of a low operative 
mortality of 5.5 per cent removes the op- 
eration from the category of salvage pro- 
cedures and justifies its early application 
to a majority of patients with coronary 
disease. 
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The management of stasis ulcers 


Com parison of th eraples 


HARVEY R. BUTCHER, JR., M.D. 


ST. LOUIS, MISSOURI 


® All past and present therapies of stasis 
ulcers of the leg’ have been based upon 
the following principles: (1) bandage 
support, (2) obliteration of varices, (3) 
local application of chemicals, and (4) 
covering of the ulcer. Today, the appli- 
cation of ointments, antiseptics, enzymes, 
and other chemicals is being practiced 
with less enthusiasm than it was a decade 
ago. For the past three years, treatment 
of stasis ulcer in the Barnes Hospital of 
St. Louis has consisted of elastic support 
of the foot and leg, excisional obliteration 
of varices, excision of the ulcer, and se- 
curing of early coverage of the excision- 
al defect with skin grafts. The manner 
in which these principles were employed 
in the treatment of 48 patients is known 
as therapy III, and may be outlined as 
follows: 

1. The edema of the leg and the infection 
were treated for five to ten days preoper- 
atively by bed rest, elevation of the leg, and 
moist saline dressings changed two to three 
times daily. 

2. The operation consisted of (1) excision 
and stripping of all superficial varicosities of 
the extremity after high ligation and division 
of the saphena magna and its tributaries at 
the saphenofemoral junction, (2) excision of 
the base of the ulcer down to normal tissue 
and all the inelastic thickened skin and fascia 
about it, and (3) immediate coverage of the 
cutaneous-fascial defect with thick partial 
thickness cutaneous autografts. Important 
points of operative technic were (1) use of 
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Three methods of therapy for stasis 
ulcers are compared. The ligation, ex- 
cision, or stripping of varicose veins, 
the immediate split grafting of the 
cutaneous defect. after the excision of 
the ulcer and all thickened skin and 
fascia about it was found the most ef- 
fective. The success or failure of this 
therapy was not related to age. 


triple-O chromatized catgut sutures for he- 

mostasis, (2) avoidance of excision of the 

periosteum or peritendineum, and (3) im- 

mobilization of the leg and foot in a massive 

pressure dressing for six to eight days. 

3. Postoperative care of these patients in- 
cluded: (1) keeping the feet and legs upon 
the bed for fourteen to twenty-one days and 
(2) wearing of elastic supports while sitting 
or standing. 

The treatment of the stasis ulcer in the 
Barnes Hospital prior to 1951 was by one 
of two methods: 

Therapy I—injection or ligation of var- 
ices and wearing of Unna’s boots, elastic 
bandages, or stockings (1940 to 1951). 

Therapy Il—injection or ligation of 
varices, wearing of elastic supports, and 
grafting of the ulcer without excision or 
after its excision with only a narrow band 
of surrounding skin (1940 to 1951). 

Thus, the major changes instituted in 
the therapy of stasis ulcers in 1951 were: 
(1) discontinuance of injections of ve- 
nous sclerosing agents, and (2) excision 
of the base of the ulcer together with all 
surrounding inelastic skin and _ fibrotic 
subcutaneous tissue and fascia and imme- 
diate grafting of the cutaneous-fascial 
defect. 











IG. 1. Preoperative status of large stasis ulcer present for fifteen years in a 77-year-old white man. 





FIG. . Extent of excision required to remove thickened skin and fibrotic subcutaneous tissue 
and fascia. Pertitendinum and periosteum were not excised. 


Fic. 11. Status of graft on seventh postoperative day. 


All patients were treated by the resi- 
dent staff within the confines of the 
Washington University Clinics and the 
Barnes Hospital of St. Louis. 


Results 
Since the three therapeutic series were 
not concurrent and the sampling not 
truly random, the conclusions regarding 
the relative merits of therapeutic methods 
must be viewed with some reserve. How- 
ever, chi-square testing of the homo- 
geneity of the age distributions show that 
the three series can be considered as hav- 
ing been drawn from the same popula- 
tion, as shown in table 1. 

The results attending the three ther- 
apies are shown in table 2. Even though 
great improvement of the individual’s 
condition may have been effected, suc- 
cess of therapy was judged solely upon 
the presence or absence of recurrent 
ulceration within specific periods after 
institution of therapy. 

None of the 48 persons in the therapy 
III series, whether treatment was success- 
ful or not, had greater disability by vir- 
tue of pain or cellulitis. None suffered 





acute thrombophlebitis, pulmonary em- 
bolism, or life-endangering infection. In 
other words, the more extensive opera- 
tion of therapy III did not place life, 
limb, or health in greater jeopardy than 
they were in before institution of treat- 
ment. 
TABLE 1 


AGE DISTRIBUTION 





Number in treatment series 


Decade / I] II] 
20-29. 3 4 
30-39 2 6 2 
40-49 Fi ny 9 
50-59 8 6 8 
60-69 17 12 15 
70-79 7 13 
Total 44 40 48 








Frequency 


distributions Chisquare Probability* 
Comparing I with II 3.36 greater than .50 
1 with Ill 3.01 greater than .50 
Il with Ill 6.69 greater than .20 





*These probabilities indicate that the vari- 
ances in the age distributions of the three treat- 
ment series are attributable to chance. 
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TABLE 2 


RESULTS OF THREE FORMS OF THERAPY 





Months Number Number 

after Number patients patients Per 
beginning patients with without cent 
treatment at risk ulcers ulcers “cure” 
Treatment | 

12-17 

18-23 

244 44 40 4 9 
Treatment I] 

12-17 37 21 16 

18-23 34 19 15 

24+ 34 23 1] 32 
Treatment II] 

12-17 48 10 38 

18-23 40 9 31 

2444 25 6 19 76 





COMPARISON OF THERAPEUTIC METHODS 








Months 
Treatment after 
method beginning Chi 
comparing treatment square Probability 
I with II 24 7.47 less than .01 
I with III 24 32.11 less than .001 
I with Il 12 11.63 less than .001 
18 8.70 less than .01 
24 10.98 less than .001 
TABLE 3 


AGE DISTRIBUTION OF PATIENTS TREATED BY 
METHOD III 





Patients Patients 

Number with without 

Decades patients ulcer* ulcer* 
20-29 l 0 l 
30-39 2 ] l 
40-49 9 2 7 
50-59 8 zZ 6 
60-69 15 1 14 
70-79 13 4 9 
Total 48 10 38 





*Chi square testing of the frequency distribu- 
tions of patients with and without ulcer for 
homogeneity. 

X?2 4.29 
P > .50 for N 5, X? 4.35 

Age distributions of successfully treated in- 
dividuals and those treated unsuccessfully do 
not differ significantly. Therefore, success or 
failure of therapy III is not related to age. 


-50 
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Discussion 


The age distribution of persons with 
stasis ulcers shows that older persons are 
most commonly subject to this affliction, 
as shown in table 1. However, age can- 
not be related to success or failure of 
therapy III, since chance alone accounts 
for the variances in age distribution be- 
tween the successfully treated individuals 
and those with recurrent ulceration, as 
shown in tables 3 and 4. 

Size of the ulcer, number of ulcers, 
extent of postoperative edema, and man- 
ner of graft take can be related to suc- 
cess or failure of therapy.? That is, likeli- 
hood of failure with the therapy outlined 
was greater the larger the ulcer, the 
greater the number of ulcers, the more 
evident the postoperative edema, the 
poorer the graft take, and the slower 
the epithelization of small localized pri- 
mary graft failures. Since therapeutic 
failure is associated with delayed healing 
and postoperative edema, better control 
of edematous swelling and avoidance of 
delayed healing after excision and graft- 
ing should improve effectiveness of treat- 
ment. Details of procedure which help 
to secure complete primary graft take are 





TABLE 4 
RESULTS OF TREATMENT III* 

Percent- 

Number Patients Patients age 

Months of patients with without of 
follow-up at risk ulcer ulcer “cure” 
12-17 8 ] 7 87 
18-23 15 3 12 80 
24-29 9 3 6 66 
30-36 16 3 13 81 
Total 48 10 38 79 





*Status of individuals of therapy III series is 
shown for each group treated during the six- 
month interval specified by the time range of 
follow-up. Results in groups treated twelve to 
seventeen months and twenty-four to twenty- 
nine months ago do not differ significantly. 
Therefore, a search for the factors causally re- 
lated to this apparent discrepancy was not made. 








preoperative control of infection, com- 
plete hemostasis from use of fine ab- 
sorbable sutures and ligatures, careful 
application of a large, bulky dressing to 
insure complete immobilization of the 
graft and its bed, and avoidance of early 
postoperative dependency. Absorption 
of the catgut may cause small collections 
of fluid in the graft, which are noticeable 
at the first or second dressing and which 
are easily evacuated without loss of graft. 
Use of fine chromatized catgut sutures 
for hemostasis avoids the persistent for- 
eign-body ulcer which follows use of silk 
or cotton. The immobilization requisite 
for complete take of the graft is best ac- 
complished by use of a thick, firm dress- 
ing which must be applied with care to 
avoid pressure necrosis of the graft over 
the tibia and malleoli. Dependency of the 
grafted extremity must be avoided before 
the twelfth to fourteenth postoperative 
day since early dependency causes lift- 
ing of the graft from its base by con- 
fluent petechial hemorrhages. 

Delay in healing was found to be re- 
lated to amount of postoperative edema.” 
This swelling is most readily controlled 
by elevation, elastic bandaging, and se- 
curing of complete graft takes. However, 
continued wearing of elastic support may 
not be necessary. Some patients have 
discontinued wearing of such supports a 
year after the complete take of a graft 
without occurrence of ulcers or depend- 
ent edema. However, permanent use of 


1. MOYER, C. A., and H. R. BUTCHER, JR.: Stasis ulcers. 
Postgrad. Med.: In press. 
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supports for the leg should be encour- 
aged, especially to protect the extremity 
from trauma. Small abrasions of the 
grafted skin may initiate an ulcer. 

Meticulous cleanliness of the extremity 
is most important in the continued well- 
being of the leg and especially the graft. 
Ulcers are often complementary to a 
dirty leg and foot. 


Conclusions 


Outcome of three methods of therapy 
for stasis ulcers were compared. These 
were: 

Therapy I—injection or ligation of varicose 
veins and the wearing of Unna’s boots, elas- 
tic bandages, or stockings. 

Therapy Il—injection or ligation of vari- 
cose veins, wearing of elastic supports, and 
grafting of the ulcer without excision or after 
excision with only a narrow band of sur- 
rounding skin. 

Therapy IlI—ligation, excision, or stripping 
of varicose veins, immediate split grafting of 
the cutaneous defect after excision of the 
ulcer and all thickened skin and fascia about 
it, and wearing of elastic supports. 


Treatment II was found to be better 
than I, and treatment III better than II 
and I. 

Stasis ulcers were found most often in 
older persons. However, success or fail- 
ure of therapy III was not related to age. 


From the Department of Surgery, Washing- 
ton University School of Medicine and Barnes 
and Allied Hospitals, St. Louis, Missouri. 
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Treatment of senile agitation 


with chlorpromazine 


LOUIS A. TERMAN 


CHICAGO, ILLINOIS 


*It was decided to study the effects of 
anew drug, chlorpromazine, on a group 
of senile patients in custodial care who 
were extremely restless, at times con- 
fused, and often difficult to manage. 
Although good results have been obtained 
with this drug in treating various psy- 
chotic conditions and psychoneuroses,'~’ 
there have been few published reports 
on its use in the agitated senile patient.* 


Material and Method 
Selected for study were 22 persons who 
were considered to be among the more 
intractable in the group of agitated senile 
patients. Their ages ranged from 72 to 93 
years. All had exhibited symptoms of 
agitation for six months or more and 
some for as long as ten years. 

Treatment was started with a low 
dosage of 10 mg. chlorpromazine given 
orally 3 times a day. If the patient did 
not show improvement on this dosage, 
it was increased to 25 mg. orally or intra- 
muscularly 3 times daily. The larger 
dosage usually induced drowsiness and 
lethargy, so that, when desired results 
were obtained, it was decreased to 10 
mg. Since hypotensive responses are 
more likely to occur when chlorproma- 
zine is administered intramuscularly, this 
form of dosage was used only when pa- 
tients refused to take the drug by mouth. 


LOUIS A. TERMAN Specializes in internal medicine 
in Chicago and serves on the staff of Columbus 
Hospital. 
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The value of chlorpromazine in treat- 
ment of senile agitation was studied 
in a series of 22 hospitalized patients 
from 72 to 93 years in age. Dosage 
was 10 mg. orally 3 times a day and 
increased to 25 mg. if necessary. Re- 
sults in this series would indicate that 
chlorpromazine is a relatively safe and 
useful drug for improving manage- 
ability of the agitated senile patient. 


Patients were kept in bed from one-half 
to one hour after intramuscular injection 
and observed carefully for change in 
blood pressure. All patients were given 
the drug for two months or more. 
Each patient served as his own control. 
Behavior was observed and rated before 
treatment and again two or three weeks 
after institution of treatment. Aspects of 
behavior, rated from 0 to 3, were man- 
ageability, sleep, feeding, association of 
thought and speech, motor activity, and 
sociability. Several patients were 
switched to placebos after several weeks 
of chlorpromazine therapy but had im- 
mediate relapse. Comparing chlorproma- 
zine with placebo under double-blind 
conditions appeared impractical since the 
effects of the drug were so evident. 


Results 


The results obtained with chlorproma- 
zine in the 22 agitated senile patients are 
summarized in table 1. Although im- 
provement was apparent after one week 
on chlorpromazine, therapy was con- 














TABLE 1 
RESULTS WITH CHLORPROMAZINE IN 22 AGITATED 
SENILE PATIENTS 





Number of patients 
and degree of improvement 


Aspect ra & ca 

of behavior Great Moderate Fair None 
Manageability . . 13 7 2 0 
Feeding 7 8 3 + 
Association of 
thought and 
speech 8 8 2 + 
Sleep 10 8 + 0) 
Sociability 6 9 3 3 
Motor activity .. 7 11 3 l 





tinued with patients showing continuous 
amelioration of symptoms. Only one pa- 
tient, a 77-year-old man with cerebral 
arteriosclerosis of one and one-half years’ 
duration, showed slight or no improve- 
ment in behavior ratings. In the other 21 
patients, agitation was reduced and man- 
ageability improved to the extent that 
they became quiet and responded will- 
ingly to routine. These results are par- 
ticularly notable considering that, prior 
to treatment, 18 of the 21 patients had 
been moderately to severely agitated and 
had presented serious problems in man- 
agement, resisting nearly all routine pro- 
cedures and requiring frequent sedation 
and occasionally restraint. 

All patients slept better after treatment 
with chlorpromazine. Results were par- 
ticularly gratifying in 10 patients who 
had long-standing complaints of insom- 
nia. After treatment, none of the patients 
roamed about at night disturbing sleep 
of other patients and eliciting the con- 
cern of attendants. Before administration 
of chlorpromazine, many patients either 
had refused food, throwing it and spilling 
it on themselves, or had eaten very little 
unless they were fed. After use of the 
drug most patients ate well of their own 
accord or required only a little coaxing. 

In 18 of the 22 patients, some improve- 
ment occurred in thought and speech 
association. Five who were confused and 
irrational changed dramatically to fairly 








lucid and well-oriented persons. In gen- 
eral, patients showed more inclination 
to be friendly and sociable with fellow 
patients and the staff. Several chronic 
troublemakers, although remaining aso- 
cial, ceased to be truculent, much to the 
relief of harassed attendants and intimi- 
dated wardmates. 

Many patients, who had paced about 
aimlessly, some berating their relatives, 
the staff, and other patients, became 
calmer and more cooperative. Although 
their complaints continued, they were 
not as preoccupied with their troubles 
as they had been before. 

The following case history is typical 
of the results obtained from use of chlor- 
promazine. 


L. T., a 75-year-old woman, was admit- 
ted as a resident of the home in January 
1949. Physical examination on admission re- 
vealed no grossly abnormal findings. The 
patient appeared alert and intelligent and 
made a good adjustment to her new environ- 
ment. Approximately six months later, she 
began to demonstrate mild mental symptoms 
of cerebral arteriosclerosis, such as confusion, 
loss of memory, insomnia, hyperactivity, and 
moodiness. 

During the next four years, the patient’s 
symptoms became progressively worse. Hy- 
peractivity increased. She began to refuse to 
feed or dress herself and to quarrel frequently 
with staff and fellow residents. Phenobarbital, 
150 mg. daily, was prescribed but sedation 
was so profound that she became bedridden. 
The patient was in a state of extreme psycho- 
motor agitation, moved about aimlessly, and 
talked constantly in a loud, babbling voice. 
Her usual attitude was belligerent and occa- 
sionally she became violent. She experienced 
a considerable weight loss and physical de- 
terioration as a result of refusal to eat and 
-persistent insomnia. 

On September 12, 1954, the patient was 
placed on chlorpromazine, 10 mg. orally t.i.d. 
At the end of one week there was noticeable 
improvement in behavior. Her hyperactivity 
diminished. She became calm and quiet and 
spoke in a coherent, friendly manner. An in- 
crease in appetite led to a considerable gain 
in weight and the patient no longer was in- 
somniac. Improvement continued so that she 
now attends to personal needs and partici- 
pates in social activities. 

Chlorpromazine treatment was continued 
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at a dosage of 10 mg. twice daily and, six 
months after treatment was begun, the patient 
appears to remain relatively free of symptoms. 


Side Effects 


Drowsiness is the most common side 
effect of chlorpromazine and it was 
observed in these patients when they 
were given doses of 25 mg. 3 times daily. 
This effect can be combated with Dexe- 
drine — d-amphetamine — if adjusting 
dosage does not alleviate it. Hypotensive 
responses occurred in a small portion of 
cases treated with this drug, particularly 
during the first few days of therapy. It 
should therefore be used with caution in 
the elderly patient with cardiovascular 
disease. Since hypotension is more pro- 
nounced with parenteral administration, 
it is imperative to reserve intramuscular 
dosage for extreme cases, and, when 
used, to maintain the patient in a prone 
position for one hour after injection to 
offset any orthostatic effects. 

Jaundice developed in one of our series 
and cleared uneventfully when the drug 
was withdrawn.° Allergic dermatitis and, 
rarely, agranulocytosis® have been re- 
ported as complications of chlorproma- 
zine therapy, but no such cases occurred 
in our series. 





Conclusions 


The value of a new drug, chlorproma- 
zine, was studied in treatment of senile 
agitation in a group of 22 hospitalized 
patients ranging from 72 to 93 years in 
age. After only one week of therapy, 21 
of the 22 patients became manageable, ate 
and slept better, and responded well to 
routine. It is recommended that these pa- 
tients receive initially a dosage of 10 mg. 
orally 3 times daily which should be in- 
creased to 25 mg. orally or intramuscu- 
larly only if improvement is not evident 
on lower dosages. 

Elderly patients must be carefully ob- 
served for hypotensive responses which 
are most likely to occur during early days 
of treatment. It is a wise precaution to 
keep patients in a prone position and 
check blood pressure frequently for one 
hour after each of the first few doses of 
the drug. 

Results obtained in this group would 
indicate that chlorpromazine is a relative- 
ly safe and useful drug for improving 
manageability of the agitated senile pa- 
tient. 


The chlorpromazine used in this study was 
supplied as Thorazine by Smith, Kline and 
French Laboratories, Philadelphia. 
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® There has been considerable evidence 
implicating the plasma lipids, particularly 
cholesterol, in the production of athero- 
sclerosis. This accumulated evidence may 
be divided into five large classes: (1) 
presence of lipids in lesions, (2) experi- 
mental production of hypercholestere- 
mia, (3) atherosclerosis in various clinical 
states, (4) deviations in cholesterol trans- 
port mechanism, and (5) apparent rela- 
tionship of diet to atherosclerosis. These 
classes are shown in table 1. Each aspect 
will be discussed under its respective 
heading. 


Presence of lipids in lesions 
With the recent development of better 
and more specific methods of analysis, 
the nature of the substances making up 
the lipid has been more explicitly defined. 
Buck and Rossiter analyzed aortic tissue 
of varying grades of disease, as shown in 
table 2.1 All lipid fractions except choles- 
terol show an increase of diseased tissue 
over the normal. They also found that 
the lipid content of normal aortic tissue 
increased with age and that the lipid con- 
tent of diseased vessels increased with 
greater severity, independently of the 
age of the patient. Both age and disease 
are thus correlated with change in lipid 
content. A close resemblance in lipid 
composition of diseased tissue and plas- 
ma is shown in table 3. This similarity in 
composition naturally led to the idea that 
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Stress and the vascular system 





The chemistry of vascular deterioration 


CECILIA RIEGEL, Ph.D. 


PHILADELPHIA, PENNSYLVANIA 


This article reviews the chemistry of 

vascular deterioration, ‘stressing the 
changes in lipid constituents of blood 
and their possible relation to develop- 
ment of atherosclerosis. 


the lipid, or more specifically the cho- 
lesterol, of the plaques was derived from 
the lipid, or cholesterol, of the blood, 
and this, in turn, to the idea that some 
derangement of the blood lipids might 
be the cause of atherosclerosis. 

Aortic tissue is not entirely dependent 
on an exogenous source of cholesterol, 
but has been shown to synthesize cho- 
lesterol rapidly in vitro. 


Experimental production of hyper- 

cholesteremia and atherosclerosis 
The idea of a cause and effect relation 
between cholesterol and atherosclerosis 
gains considerable support from papers 
dealing with the second topic of table 1 


TABLE 1 
EVIDENCE IMPLICATING CHOLESTEROL IN PRODUCTION 
OF ATHEROSCLEROSIS 





1. Presence of lipids, particularly cholesterol, 
in atherosclerotic lesions. 

2. Atherosclerosis by experimental production 
of hypercholesteremia or hyperlipemia. 

3. Atherosclerosis in various clinical states 
accompanied by hypercholesteremia or hyper- 
lipemia. 

4. Deviations from normal of lipid or choles- 
terol transport mechanism in atherosclerosis, in- 
cluding the cholesterol-phospholipid ratio, chy- 
lomicrons, and lipoproteins. 

5. Apparent relationship of dietary lipid or 
cholesterol to atherosclerosis. 
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TABLE 2 


ANALYSIS OF INTIMA AND MEDIA OF AORTA’ 





VM g¢./100 mg. wet tissue 


Atherosclerosis 


Normal Grade 3 


Total lipid 1.38 8.51 
Total cholesterol 0.31 3.98 
Free 0.23 2.51 
Ester 0.13 2.47 
Total phospholipid 0.54 1.30 
Cephalin 0.24 0.15 
Lecithin 0.15 0.37 
Sphingomyelin 0.21 0.78 
Neutral fat 0.49 2.40 





—that atherosclerosis similar to that in 
man can be produced in the experimental 
animal by feeding cholesterol. Many pa- 
pers testify to this fact. Examples are 
given in table 4.47 

Although it must be accepted that ex- 
cess dietary cholesterol may be followed 
in many experimental animals by the 
appearance of atherosclerotic lesions, ob- 
jections to this type of evidence are 
numerous. The rabbit particularly is not 
to be compared to man, since it is her- 
bivorous and animal cholesterol is not a 





mals, quite unphysiologic levels of choles- 
terol must be produced and maintained 
in order to have lesions develop. Unphys- 
iologically high intakes of cholesterol 
are necessary to produce hypercholes- 
teremia, and the lesions so produced are 
localized and not general. Spontaneous 
lesions develop frequently in the chicken 
and rabbit and the experimental lesions 
differ from the spontaneous lesions. Cho- 
lesterol frequently has been supplemented 
with other substances. In dogs, extremely 
high levels of cholesterol have failed to 
produce atherosclerosis, and, since cho- 
lesterol may be synthesized in the body, 
the arteries are not dependent upon fed 
cholesterol. 


TABLE 3 


COMPARISON OF PLASMA AND INTIMAL LIPIDS” * 





Per cent of total lipid 
Plasma Intima 
a 
Normal Early plaques 


Cholesterol 
Free 14.1.. 14.2 16.2 
Ester 38.3. 38.6 38.5 
Phospholipids . .22.8 20.1 19.0 


Neutral fat 








ae -  (+cerebrosides) 23.3 27.1 26.3 
normal constituent of its diet. In all ani- _(Teerebrosides) 23.3 U = 
TABLE 4 
EXPERIMENTAL ATHEROSCLEROSIS BY CHOLESTEROL FEEDING 
Gm. fed 
per day Days Food Result 
Guinea Pig 0.1-0.5 18-72 Cholesterol in No gross lesions 
Cc. H. BAILEY. Proc. Soc. cottonseed oil Patches of fatty in- 
Exp. Med. 18: 60, 1915 filtration in intima 
and media 
Dog 10.0 308-392 Cholesterol + Lesions in abdominal, 
A. STEINER and F. E. ‘ Thiouracil. but not thoracic aorta, 
KENDALL. Arch Path. Thiouracil alone and all other arteries 
42: 433, 1946 produced 
hyperchol. 
Dog 0.1 gm./Ib. 126 .Cholesterol No vascular lesions 


tr. LI and s. FREEMAN. 
Am. J. Physiol. 145: 
646, 1946 

Chick 

D. V. DAUBER and L. N. 
KATZ. Arch. Path. 

34: 937, 1942 


\pprox. 1 gm. 


42-49 


plus high fat, 
low protein 


Microscopic lesions in 
42 days, gross lesions 
in 49 days 


. Cholesterol in 
cottonseed oil 
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TABLE 5 


ATHEROSCLEROSIS AND OTHER DISEASES 





Atherosclerosis 


Age Disease Coronary 
0- 40 Nondiabetic 0.8 
40-100 Nondiabetic 15.8 
0- 40 Diabetic 0.7 
40-100 Diabetic 36.9 
Diabetic 58.0 
1- 39 Nonnephritic . 19.0 
Glomerulonephritis 7.0 
1- 78 Familial xanthomatosis, 
with hypercholesteremia 40.0 


Aortic Reference 


% incidence 


ie J. CLAWSON and E. T. BELL. Arch. 


Path. 48: 105, 1949 


(1. M. LIEBOW, H. K, HELLERSTEIN, and 
)M. MILLER. Am. J. Med. 18: 438, 1954 
35 0 { A. STEINER and B. DOMANSKI. Am. J. 
Dd). 5 = 
“""" 1M. Sc. 204: 79, 1942 


96.0 


(D. ADLERSBURG, A. D. PARETS, and E. P. 
(Boas. J.A.M.A. 141: 246, 1949 





Atherosclerosis in various 
clinical states 


Additional support for the cause and ef- 
fect relation between cholesterol and 
atherosclerosis is advanced by the 
undoubtedly large incidence of. athero- 
sclerosis in those clinical states accom- 
panied by high incidence of hypercho- 
lesteremia and hyperlipemia, such as old 
age, nephritis, diabetes, hypothyroidism, 
and familial hypercholesteremic xan- 
thomatosis (table 5).°-"! I could find no 
statistics on incidence of arteriosclerosis 
in hypothyroidism although there are 
papers reporting a few instances in which 
persons suffered from both diseases con- 
currently. 

A study indicating vo relationship be- 
tween hypercholesteremia of myxedema 
and atherosclerosis is that of Blumgart, 
Freedburg, and Kurland, who examined 
8 myxedematous hypercholesteremic pa- 
tients post mortem and found only mini- 
mal evidence of atherosclerosis.'? It 


would be interesting also to compile some 
statistics on incidence of arteriosclerosis 
in hyperthyroidism. 

The points discussed so far indicate 
that there is a significant statistical cor- 
relation between the blood cholesterol 
and atherosclerosis. 





Table 6 gives further evidence of such 
apparent correlation.'"'*- Average 
values for cholesterol in groups of per- 
sons with no evidence of atherosclerosis 
are compared with average values in 
groups with known atherosclerosis. 

Also appearing to implicate plasma 
cholesterol in the production of athero- 
sclerosis is the fact that plasma cholesterol 
seems to increase with age and incidence 
of atherosclerosis also increases with age. 

Against this may be cited the fact that 
men under 40 are victims of coronary 
atherosclerosis 10 to 24 times more fre- 
quently than women of that age despite 
the fact that no significant differences 
have been found in plasma cholesterol 
levels. This indicates that in addition to 
age and plasma cholesterol, a sex factor 


; TABLE 6 


PLASMA CHOLESTEROL AND CORONARY DISEASE 





Mg. % plasma cholesterol 


Coronary 
Author Normal disease 
D. Davis" 218 260 
Poindexter and Bruger”™... 195 248 
Steiner and Domanski” 254 355 
G. R. Hermann” 193 254 
Gertler and Garn”™ 224 286 
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may be implicated, or factors more fre- 
quently associated with men, such as 
occupational stress and exercise. 
However, in all the work discussed so 
far, the values given are mean values for 
groups of patients and there exist in these 
groups many persons who have high 
serum cholesterol but no visible signs of 
atherosclerosis, and others with this con- 
dition but a normal plasma cholesterol. 


Deviations in cholesterol transport 
mechanism 
This lack of 100 per cent correlation of 
cholesterol and lipid concentration with 
atherosclerosis led inevitably to a study 
of other relationships of cholesterol and 
various lipid fractions in the plasma of 
atherosclerotic individuals, in an effort to 
find some factor in the lipid showing a 
closer correlation with atherosclerosis. 
It has been shown that in normal sera 
the ratio of plasma cholesterol to plasma 
phospholipid was constant for each in- 
dividual, but that in visible lipemia there 
was a low phospholipid concentration 
with consequent increase in the choles- 
terol-phospholipid ratio. Many workers 
advanced the idea that the ratio of cho- 
lesterol to phospholipid, to a greater ex- 
tent than cholesterol concentration alone, 
was correlated with atherosclerosis. 
Visible lipemic sera and low concentra- 
tions of phospholipid—that is, increased 
cholesterol to phospholipid—have been 
reported in hypothyroidism, nephrosis, 
cholesterol feeding, and essential xantho- 
matosis. These are conditions in which 
the incidence of hypercholesteremia, and 
hence a raising of the cholesterol-phos- 
pholipid ratio, and of atherosclerosis is 
high. Results of this type are summarized 
in the first two columns of table 7." 
The implication is that the higher 
ratios here are abnormal. However Peters 
and Van Slyke have shown that, with 
higher normal plasma cholesterol levels, 
the ratios are also normally higher.'* 
Therefore, in comparing ratios in athero- 
sclerotic patients with those of sup- 


526 Geriatrics, November 1955 





posedly normal persons, this comparison 
should be made on the basis of similar 
plasma cholesterol levels. 

If one calculates according to Peters 
and Van Slyke what the normal choles- 
terol-lipid ratio should be for any given 
cholesterol value, it is seen that all Gert- 
ler’s cholesterol-lipid values are below 
the level which they consider normal 
for any given cholesterol concentration. 

Another group of workers stressed a 
somewhat different angle—the state of 
aggregation of the cholesterol of plasma, 
rather than its relation to other lipid frac- 
tions. In 1942, Hueper demonstrated that 
he could produce atheroma-like lesions 
in arteries of dogs by injecting particles 
of large molecular size, such as pectin and 
acacia, and suggested that cholesterol 
might form similar macromolecular ag- 
gregates which might have atherogenic 
properties.’® This idea was further devel- 
oped by Moreton.*° 

In normal plasma, large lipid aggre- 
gates, as demonstrated by light scatter- 
ing effect, are present only in small num- 
bers, but following fat ingestion the num- 
ber of these chylomicrons increased 
greatly. In a normal person, these large 


TABLE 7 
PLASMA CHOLESTEROL AND CHOLESTEROL- 
PHOSPHOLIPID RATIOS" 





Normal 


Cholesterol- ratios 


phospho- for given 

Total lipid level of 
cholesterol ratios cholesterol 
Gertler’s Gertler’s Peters and 


patients patients VanSlyke 


Control groups . 224 19 22 
Coronary disease 287 23 25 
Control group— 

mesomorphs 223 19 22 
Coronary disease— 

mesomorphs 294 23 25 
Controls- 

ectomorphs 195 18 21 
Coronary disease— 

ectomorphs 250 22 23 









































aggregates disappear in three to five alpha lipoproteins and a group of two 
hours. In diabetics, nephrotics, and in to three beta lipoproteins. The alpha 
essential xanthomatosis, a high concentra- lipoproteins contain about 28 per cent 
tion of chylomicrons is present even in and the beta lipoproteins about 67 per 
the postabsorptive state. Again the infer- cent of the total plasma cholesterol. 
ence is drawn that, because of the per- The great current interest in lipopro- 
sistence of chylomicrons in the plasma __ teins as related to atherogenesis has been 
of these individuals, there must be a con- _ primarily the result of the work of three 
nection between chylomicrons and _ groups of investigators. 
atherosclerosis. Moreton suggested that, Forbes and his associates found that 
in a normal individual over a period of | when lyophilized plasma was extracted 
years, repeated influx of chylomicrons with cold chloroform, only a small frac- 
during ingestion of food could in time tion of the total plasma cholesterol, 
cause production of atherosclerosis. which they termed “unbound,” was ex- 
There is a slower disappearance than tractable.” This extractable portion of 
normal of chylomicrons from blood in the cholesterol was somewhat larger in 
older individuals, and higher fasting levels _ the plasma of nephritics, in myxedema, in 
in individuals having known athero- some cases of diabetes and atherosclerosis, 
sclerosis, as shown in figure I. and in rabbits with hypercholesteremia. 
That cholesterol and other lipids ex- The inference is obvious. Unfortunately, 
isted in plasma in large aggregates in Duff and Payne report that they were 
combination with protein has been unable to find any correlation between 
known for some time. The work of unbound cholesterol and atherogenesis 
Cohn and associates showed that choles- in cholesterol-fed rabbits.*° 
terol was found in two _ lipoprotein A second group of workers, Russ, Barr 
groups, the alpha lipoproteins and beta and Eder, used the Cohn chemical 
lipoproteins, so-called because, when sub- method of fractionation to study lipopro- 
jected to the influence of the electric teins and obtained four fractions of 
current, they migrated along with the plasma proteins.*’ Fraction A contained 
alpha and beta globulins.** Kunkel and the bulk of the alpha and fraction C the 
Slater have shown that there exist in greater part of the beta lipoproteins. 
blood a group of at least two to four Hence, the cholesterol and phospholipid 
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Fig. 1. (Left) Chylomicron counts in young and old patients. From Science 110: 529, 1949. 
(Right) Chylomicron counts in patients with myocardial infarct and in those without 
atherosclerosis. From Am. J. M. Sc. 220: 597, 1950. 
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of the blood could be mainly concen- 
trated into these two fractions. 

These workers observed, as have others 
before them, that the mean value for 
total plasma cholesterol in a group of 
normal persons is lower than the mean 
values in groups of atherosclerotic, 
nephrotic, and diabetic patients. This in- 
crease in mean or average value is the 
result, in each of the pathologic groups, 
of a few high values, while most of the 
values, with the exception of nephrosis, 
remain within the normal range (figure 
Il). These workers found, however, that 
in these pathologic states there was a 
change in distribution in the two frac- 
tions, the cholesterol and phospholipid 
in the A fraction decreasing and that in 
the C fraction increasing (figure III). 

This means, of course, that the choles- 
terol-phospholipid ratio may remain con- 
stant, if both cholesterol and phospho- 
lipid shift to an equal extent, or may be 
increased or decreased. Russ, Barr, and 
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Eder feel that it is this shift in distribu- 
tion of cholesterol, not the concentration 
of cholesterol or the cholesterol-phos- 
pholipid ratio, that is significant for 
atherogenesis. It should be mentioned 
that there is also a shift in distribution 
of alpha and beta proteins concurrently. 

A third study of lipoproteins using a 
different technic is that of Gofman, EI- 
liott, and associates,**-*’ who used the 
method of ultracentrifugation in a medi- 
um of a specific density of 1.063, achieved 
by adding sodium chloride to the serum. 
In such a medium, all particles of a lower 
density, including lipoproteins, will float 
to the surface of the solution with differ- 
ent speeds, depending upon the relation 
of their densities to that of the medium 
in which they are contained. The lower 
the density of the particles compared to 
the solution density, the more quickly 
they will float to the surface when cen- 
trifuged at high speed. This flotation rate 
is designated Sr. If a particle moves to 
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the surface with a speed of 1 x 10 - 13 
cm./sec./dyne/gm., its S: value is 1. At 5 
times that speed, its S: value would be 5, 
and so on. The higher the S: value the 
lower the density of the particle. 

The various S: values for different 
fractions are illustrated in table 8. 

Essentially all the cholesterol, glycery! 
esters, and phospholipids of serum are 
contained in this lipoprotein series. Those 
below S: 4 contain alpha lipoproteins and 
those from S: 4-40,000 beta lipoproteins. 

It is obvious that, since all these par- 
ticles contain cholesterol, a measurement 
of total cholesterol gives us no idea of 
the distribution of cholesterol between 
the various fractions, and that perhaps a 
measurement of alterations in distribu- 
tion between S: groups might point up 
a possible defect in lipid transfer in a 
more specific manner. 

Measurements of concentration of var- 
ious Sr: classes in so-called 


“normal” 





persons and persons having clinical evi- 
dence of coronary disease were made by 
Gofman and his colleagues (table 9). 
Their measurements indicate that there is 
a statistical difference in the average S: 
10-20 and S: 35-100 concentrations be- 
tween normal and coronary groups. 

Furthermore, as shown in figure IV, 
when average cholesterol values for the 
two groups are plotted at a given aver- 
age Sr 10-20 level, the average concen- 
tration of the S: 10-20 particles serves to 
distinguish between the normal and cor- 
onary disease groups in a statistically 
significant fashion, whereas, at a given 
average S: level, the average cholesterol 
concentration does not so distinguish be- 
tween the two groups. A similar type 
of curve is obtained when S: 35-100 
group is used. 

In addition Gofman and his associates 
have shown that mean plasma concentra- 
tion of the S 10-400 class of particles 
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TABLE 8” 











S; Density Molecular weight Lipid components Remarks 
10° 0.95 Chylomicrons Triglycerides, 1% of Present in alimentary 
total cholesterol lipemia 
40 0.958 5,900,000 Beli . Major fraction in 
27 0.988 saiilaiaiaiuene alimentary lipemia 
18 0.988 Normal value 
45 + 25 mg. % 
12 1.016 3,400,000 All contain cholesterol 
9.7 1.022 and phospholipid. Total S: fraction in 
6.1 1.035 2,500,000 S- 10-20 contain about 1.063 is about 5% of total 
4.1 1.042 1,700,000 30% cholesterol protein. 
2 1.051 1,500,000 = ca 350 mg. % 
1.072 250,000 ? : 
1.125 a-globulins 
TABLE 9 There are reports which do not con- 
LIPOPROTEIN AND CHOLESTEROL MEASUREMENTS IN firm Gofman’s conclusions that particles 
MALES” 





41 to 50 years 51 to 60 years 


Normal Coronary Normal Coronary 


149 126 


Number 253 93 

S: 10-20 4§52427.. 71432.. 46421 70+31 
Se 35-100... 64449. .120+74.. 61445... 92465 
Ss: 10-20+ 

St 35-100. .109+65..191+93. .107+57..162+79 
Cholesterol 260+63 297+68 274+65..286+69 





is increased for various disease groups. 
These groups include diseases such as 
hypothyroidism, hypertension, diabetes, 
and xanthomatosis, which have high av- 
erage cholesterol concentration and inci- 
dence of atherosclerosis. 

Again, it should be emphasized that 
when reference is made to occurrence of 
high or low S: values, what is meant is 
simply average or mean values for a 
group of individuals, and that this indi- 
cates merely a trend to higher or lower 
values in any particular group. There 
are, within all the pathologic groups, 
persons whose S: values for any particu- 
lar S: group fall within normal range. 
Conversely there are individuals in the 
so-called normal group whose S: values 
are within the range reported for patho- 
logic groups. 
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of S: 10-400 are correlated with athero- 
sclerosis. For example, in 50 cases of 
proved atherosclerotic diabetes, Collins, 
Bonowitch, and Colsky*? were unable to 
show any correlation of the disease with 
any specific class of lipoprotein. Labecki, 
in 100 patients with myocardial infarction 
compared with 197 controls, got just as 
good correlation of disease with total 
cholesterol or chylomicron count, as 
with lipoprotein classes.** 
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FIG. Iv. Cholesterol values in group with cor- 
onary disease and in normal group. From 
Physiol. Rev. 34: 589, 1954. 














Apparent relationship of diet 
to atherosclerosis 


Evidence for this relationship is twofold. 


First, as already mentioned, there is produc- 
tion of experimental atherosclerosis by use of 
diets high in cholesterol. 

Second, people who are on low fat diets, such 
as Costa Ricans, South Chinese, and so on, also 
have a low incidence of atherosclerosis. 


However, there are factors other than 
low cholesterol intake which show a high 
degree of correlation with incidence of 
cardiovascular disease. For example, in 
all the instances cited, theré was, in addi- 
tion to fall in dietary intake, an accom- 
panying decrease in cigarette consump- 
tion, a fall in incidence of hypertension, 
and difference in stress of daily living. 

In Kirghiz tribes where high lipid in- 
take and high incidence of atherosclero- 
sis go hand-in-hand, one finds also tur- 
bulent and insecure living conditions and 
a high incidence of hypertension. How- 
ever, among certain African Negroes, 
Eskimos, and Navajo Indians who also 
have a high lipid diet, but who are sub- 
jected to a minimum of emotional stress, 
there is little hypertension and a low in- 
cidence of coronary atherosclerosis. 

The recent work of Keys, which indi- 
cates strong correlation between occur- 
rence of atherosclerosis and intake of fat, 
but vot of cholesterol, is a step away 
from our preoccupation with cholesterol 
as a cause of the disease. But, again, there 
exist other differing factors, such as hy- 
pertension, cigarette consumption, and 
freedom from emotional strain, in his 
groups which might show just as great 
a correlation with presence of athero- 
sclerosis. 

Previously it was stated that chylomi- 
crons, the presence of which renders 
plasma milky, are converted in plasma 
to more soluble smaller aggregates of 
lipoproteins. Two processes may account 
for this. 


1. Clearing factor, as described by Ander- 
son and Fawcett in 1950 and studied further 
by Anfinsen and others at the National In- 








stitutes of Health. This factor apparently is 
enzymatic in nature, and is thought to con- 
tain heparin as part of its molecule. Injection 
of heparin itself into animals with plasmas 
containing large quantities of chylomicrons 
results in rapid disappearance of turbidity. 
Heparin, and possibly therefore the clearing 
factor, is thought to be secreted into blood 
by mast cells surrounding the blood vessels. 


2. Ingestion of chylomicrons by hepatic 
reticulo-endothelial cells. Differences in effec- 
tiveness of this particular method of removal 
appear to exist among various species. The 
easily induced dietary hypercholesteremia of 
the rabbit may be the result of diminished 
reticulo-endothelial cell activity in this animal. 


There appears to be an overwhelming 
amount of evidence implicating choles- 
terol and lipids in production of athero- 
sclerosis. Most of this is “guilt by associa- 
tion” evidence, and it might be more 
rewarding at this stage for investigators 
to regard the aberrations of lipid metab- 
olism as effect, rather than cause, and 
search for some factor which might pro- 
duce atherosclerosis, with lipid metabo- 
lism defects as by-products. 

Some investigators have turned their 
attention to other phases of the problem: 


1. Banga and Balo found that atherosclerot- 
ic patients have a deficiency of a pancreatic 
enzyme elastase, which converts elastic tissue 
protein to a more soluble form. Age also ap- 
pears to affect level of this enzyme in blood. 


2. It has been established that trauma to a 
vessel produced by hypertension, intravascu- 
lar turbulence, inflammation, or vasospasm 
has as sequel development of atherosclerosis. 

Yater and associates showed that in dis- 
eased but not yet occluded coronary vessels 
there is no increased cholesterol deposit, but 
only a fibroblastic proliferation of the intima. 
The cholesterol deposits appear later. 


3. Many hormones have been found to af- 
fect atherogenesis. For instance, estrogen in- 
hibits development of experimental athero- 
sclerosis, and at the same time decreases 
plasma _ cholesterol-phospholipid ratio. This 
observation is interesting in view of the lower 
incidence of atherosclerosis in premenopausal 
women as compared with that in men of the 
same age group. Is this effect on atherogen- 
esis related to the effect on phospholipids, or 
are both the result of some unknown factor, 
and unrelated to each other? 
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duction of coenzyme A, 
normal fat metabolism. 
is a component of coenzyme A, and it has 
been shown that rats deficient in the acid 
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4. A few workers have claimed that high 


protein diets may induce atherosclerosis. Cer- 
tainly it must be conceded that if lipoproteins 
are 
well as lipids must be considered. 


involved in atherogenesis, proteins as 


Andrus, Mann, and Stare of Harvard report- 


ed inducing atherosclerosis in monkeys by 
feeding diets low in methionine and cystine 
and high in fat and cholesterol, and the pre- 
vention of the disease by adding methionine. 


5. Vitamins have been shown to be involved 


in fat metabolism and hence have a possible 
relation to atherosclerosis. 
ficiency for example, a 60 per 
in cholesterol formation in the adrenal glands 
was demonstrated, as well as accelerated for- 
mation in liver, 


de- 
increase 


In vitamin C 
cent 


heart, lungs, and arteries. 

Vitamin Biz deficiency causes a drop in re- 
which is involved in 
Pantothenic acid also 





lesions of the adrenal cortex. Panto- 
thenic acid also has been beneficial in adren- 
alectomy, and in the response of young men 
to stress of immersion in cold water. In this 
stress reaction pantothenic acid, vitamin C, 
and serum cholesterol are all involved. 


show 


There is no conclusion to be drawn 


from this discussion except the convic- 
tion that we have yet to find the one 
factor that will cause all the material dis- 
cussed to fall into a logical pattern. Per- 
haps the answer will be found in all the 
new knowledge of the numerous enzy- 


m 


atic phases of intermediary fat metabo- 


lism. 


Presented at the Symposium on Stress and 


Aging given by the American College of Phy- 


sicians, 
20 to 23, 


Lankenau Hospital, Philadelphia, April 
1955. 
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The total spinal fluid protein 


concentration in patients over 65 


M. J. MADONICK, M.D., and 


F. WEISSMAN, M.D. 
NEW YORK, NEW YORK 


® Medical literature has little informa- 
tion regarding total protein values of the 
cerebrospinal fluid in persons over 65, 
although several studies of patients with 
cerebral arteriosclerosis and senile de- 
mentia have been reported. It is likely 
that the latter patients were over 65 but 
ages of the former are less certain, since 
cerebral arteriosclerosis may occur be- 
fore 50. 

Brewer and Hare studied spinal fluid 
protein concentrations in 186 patients 
with various degrees of cerebral arterio- 
sclerosis and found concentrations be- 
tween 51 and 100 mg. per 100 cc. in 30 
patients, concentrations over 100 mg. in 
3, and concentrations below 50 mg. in 
the remainder.' Ages of the patients 
were not indicated. In 3 of 17 patients 
with cerebral arteriosclerosis studied 
post mortem, Weigel reported spinal 
fluid protein values of 66, 66, and 50 
mg. per 100 cc.? In Kahan’s 26 cases of 
cerebral arteriosclerosis, 14 had increased 
spinal fluid protein concentrations.’ 
Riebeling reported normal spinal fluid 
findings in both cerebral arteriosclerosis 
and simple dementia.‘ Plaut, Rehm, and 
Schottmiiller found spinal fluid protein 
level to be normal in psychosis with 
cerebral arteriosclerosis; in cerebral ar- 
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Spinal fluid protein values were de- 
termined in 121 patients from 65 to 
98 years. Except for several with old 
cerebrovascular accidents, this group 
had no conditions that could influence 
the spinal fluid protein level. The 
mean spinal fluid protein concentra- 
tion was 33.81 mg. per 100 cc. for 
men, and 33.80 for the women. Old 
age does not cause an increase in 
spinal fluid protein values. 


teriosclerosis with focal signs, they found 
the protein concentration may often be 
increased. Chiaramonti expressed simi- 
lar results from his study of spinal fluid 
in 25 patients with cerebral arteriosclero- 
sis.° Merritt and Fremont-Smith found 
171 of 225 patients with cerebral ar- 
teriosclerosis had normal spinal fluid; 46 
had protein values between 45 and 75; 
and 8 had values between 75 and 100 mg. 
per 100 cc.’ They state “the cerebro- 
spinal fluid is usually normal in cases 
of cerebral arteriosclerosis unless there 
is some complication, such as cerebral 
thrombosis or hemorrhage, uremia or 
congestive heart failure.’’® 

- Zanotto and Scaramuzza investigated 
spinal fluid in 23 patients with arte- 
riosclerosis, hypertension, or renal scle- 
rosis who were 68 to 85 years in age.” 
Only one patient with a diagnosis of 
cerebral atrophy and generalized arte- 
riosclerosis had a spinal fluid protein 
value of 35 mg. per 100 cc., which was 
considered above the maximum normal 
level of 30 mg. per 100 cc. Blalock 
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reviewed the cases of 371 patients in a 
psychiatric hospital; of these, 236 had 
a diagnosis of cerebral arteriosclerosis 
and 135, senile dementia. Average age 
of the first group was 61.6, and of the 
latter, 70.3 years. Average protein value 
of the spinal fluid was 39.93 and 40.76 
mg. per 100 cc. for the two groups, 
respectively.1° Dattner wrote that the 
spinal fluid protein concentrations in 
persons over 60 have a tendency to high- 
er values.‘ Cumings, although listing 
30 mg. per 100 cc. as the normal spinal 
fluid protein, accepts 50 to 60 mg. per 
100 ce. as normal for elderly people. 
Izikowitz, in his studies of the normal 
spinal fluid, collected a series of 75 per- 
sons, 45 men and 27 women, who were 
“not patients.” With his method, mean 
spinal fluid protein values were 39.46 
mg. in men and 30.99 mg. per 100 cc. 
in women. However, the oldest person 
in the series was 55. It is not feasible 
to perform lumbar punctures in old 
people who are not actually in the hos- 
pital, and, even if this were practical, 
it does not signify that such people are 
entirely healthy. Usually, hospital pa- 
tients have been admitted for a condition 
requiring attention. Mestrezat found 
protein to be 32 mg. per 100 cc. in a 74- 
year-old woman hospitalized for hernia." 


Present Study 


Neurologic examinations were given 
more than 200 patients 65 years of age 
or older at the Morrisania City Hospital. 
Except for 9 patients who had had cere- 
brovascular accidents nine years to three 
months prior to examination, all patients 
showing neurologic signs were elimi- 
nated. Included in the series were 6 
patients with mild mental changes with 
cerebral arteriosclerosis and 2 patients 
with senile dementia. Patients with 
other conditions and diseases that influ- 
ence the protein value of the spinal fluid, 
such as uremia,’* nephritis,’* Cushing’s 
syndrome,'? myxedema,'* multiple mye- 
loma without neurologic signs,’ 
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sarcoidosis without neurologic signs,”° 
rheumatoid arthritis,2* chronic alco- 
holism,”* history or findings of syphilis, 
history of lymphogranuloma venerum 
or a positive Frei test,” history of epi- 
lepsy,** and recent use of ACTH or cor- 
tisone*® were excluded. Diabetic patients 
were accepted providing there was no 
peripheral neuropathy.*° Of the 200 cases, 
79 were discarded for one or more of 
factors mentioned. Spinal fluid protein 
was determined in the remaining 121 
cases. Age, sex, and diagnosis are listed 
in tables 1 and 2. 

A modification of Andersch and 
Gibson’s method? was used for protein 
determinations. Although 40 mg. per 100 
cc. is considered as the highest point of 
the normal range, we regarded values 
below 50 mg. as within normal limits. 

In our series, the highest cell count 


TABLE 1 


AGE AND SEX DISTRIBUTION OF THE 121 CASES 





Number per age group 
65-69 70-74 75-79 80-84 85-89 90-94 
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TABLE 2 
DIAGNOSES OF THE 121 PATIENTS 
Number 
patients Diagnosis 








18 pulmonary diseases (bronchiectasis, 
asthma, tuberculosis, pneumonia) 


17 orthopedic conditions (fractures of 
long bones, osteoarthritis) 

12 gastrointestinal disorders (ulcer, malig- 
nancy, bleeding) 

19 diabetes mellitus without neurologic 
‘ complications 

20 arteriosclerotic and hypertensive heart 
disease 

5 genitourinary disorders (prostatic 
obstruction) 

3 diabetic gangrene of toes 

9 old cerebrovascular accidents 

6 mild mental changes with cerebral 
arteriosclerosis 

2 senile dementia 

10 miscellaneous (alcoholism, secondary 


anemia, varicose veins) 














TABLE 3 


PATIENTS SHOWING INCREASED PROTEIN IN 








CEREBROSPINAL FLUID 

Age Sex Protein Diagnosis 

76 F 65 Hip fracture 

70 M 69 Pulmonary tuberculosis 

87 F 54 Acute gastroenteritis 

80 F 100 Acute alcoholism 

72 F 54 Bronchopneumonia 

71 M 54 Old cerebral thrombosis 

91 M 50 Senile dementia 





was 3 lymphocytes. The mean spinal 
fluid protein value for the men was 
33.81 mg. per 100 + 1.05 mg., with S.D. 
9.08 mg.; for the women, the mean was 
33.80 mg. + 2.05 mg., with S.D. 13.76 
mg. The mean was approximately the 
same for both men and women in our 
series. This differs from the results of 
Izikowitz’ study—he found the mean to 
be 39.46 mg. + 1.29 mg., with S.D. 
8.58 mg. in men; and in women, 30.99 
mg. + 1.16 mg., with S.D. 5.90 mg. We 
found only 6 patients with protein value 
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of 50 mg. per 100 cc. or higher, and 
these are listed in table 3. 

Cumings suggested, though without 
actual data, that spinal fluid protein 
concentrations rise with confinement to 
bed."* To determine this point, we re- 
peated the lumbar punctures in 10 
patients who were confined to bed for 
such conditions as hip fractures, burns 
of extremities, and old cerebrovascular 
accidents. The interval between spinal 
punctures ranged from four to eleven 
weeks. Only three of the 10 patients 
showed an increase in the protein values 
in the second sample of spinal fluid. 
Moreover, the second protein reading 
was still under 50 mg. per 100 cc. in these 
3 patients. The other 7 patients had a 
fall in the second spinal fluid protein 
values. Eight of the 121 patients had 
lumbar punctures after having been in 
bed from four weeks to four months, 
with the highest protein value 42 mg. 
per 100 cc. Our investigation, therefore, 
does not confirm Cuming’s suggestion. 
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THE HISTORICAL BACKGROUND OF GERONTOLOGY: Part III 


The quest for rejuvenation 


SONA ROSA BURSTEIN 


LONDON, ENGLAND 


@ The preoccupation with means of pro- 
longing the lifespan is inevitably linked 
with the quest for renewal of youth. 
Those who preached and practiced the 
diets, exercises, and restraints imposed 
by the codes of health were upheld by 
the hope of reward in exemption from 
the pains and penalties of physical old 
age. For the more adventurous and less 
patient, fairer promise with swifter ful- 
fillment was offered by the more direct 
methods of magic and alchemy. 

The medieval alchemists, precursors 
of chemistry, seeking with alembic and 
crucible to produce the philosopher’s 
stone, were striving after perfection. The 
stone was the gold of ultimate purity, the 
elixir of life, the grand elixir, a universal 
panacea which could restore health and 
prolong life. It is not surprising, there- 
fore, to find in the allegorical literature 
and illustrations of alchemy references to 
actual physical rejuvenation. An _ out- 
standing example of alchemical symbol- 
ism is Splendor Solis (1582), a manu- 
script tract in the British Museum, at- 
tributed to Salomon Trismosin, which 
has 22 allegorical paintings. One of these, 
The Sixth Parable, represents the body 
of a young man, dead but “beautiful and 
white like salt,” with head and limbs cut 


SONA ROSA BURSTEIN is anthropologist to the sci- 
entific staff of Wellcome Historical Medical 
VUuseum, London. The first article of this series 
of three appeared in the April issue and the 
second article in the July issue of Geriatrics. 
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Rejuvenation. From an illuminated manuscript 
entitled Splendor Solis (1562). Original in Brit- 
ish Museum. Taken from a reproduction in the 
Wellcome Historical Medical Museum. 


off from the trunk; beside him stands his 
slayer bearing in his hand a paper on 
which is written: “I have slain thee that 
thou mayest receive abundant life.” The 
text of the Seventh Parable quotes Ovid's 
tale of a sage who, wishing to rejuvenate 








himself, was bidden to “allow himself to 
be cut in pieces and decocted to a perfect 
decoction, and then his limbs would re- 
unite and again be renewed in plenty of 
strength.” 

The legend of the Fountain of Youth 
was known throughout Europe in the 
Middle Ages. It even became mixed with 

















the history of the discovery of America, 
where Ponce de Leon sought the foun- 
tain after hearing of the medicinal springs 
of Florida. The widespread belief in the 
curative powers of the water of certain 
springs and wells, through inherent vir- 
tue or some sacred association, is un- 
doubtedly at the basis of the legend. In 


(ABOVE LEFT) Arriving at 
the Fountain of Juventa. 


(ABOVE RIGHT) Ezmerging 
from the Fountain of Ju- 
venta. Details from the 
painting by Lucas Cranach 
the elder. 


(LEFT) A fountain of youth. 
From a fresco at Lucerne, 
by Hans Holbein the 
younger. 
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The windmill of rejuvena- 
tion. From a line-engraving 
of about 1785, after a 
Swabian broadside of about 
1650. Taken from a repro- 
duction in the Medizinisch- 
bistorische Institut, Zurich. 


European variants, the rejuvenating water 
is sometimes confused with the river of 
immortality. The Fountain of Youth, 
however, in the concept accepted and 
spread from its origin in Hindu fable, 
did not render immortal but renewed 
vigor. The fifteenth-century French 
manuscript, Livre des Merveilles, re- 
counting the voyage of Jean de Mande- 
ville, places it in India. In a brilliantly 
painted illumination, the fountain is 
shown behind a group of pepper har- 
vesters, between a steep rock and a green 
hill. According to Mandeville, it gives 
forth sweet odors and whoever drinks 
of it, fasting, will be both healed and 
rejuvenated. 

The theme, often repeated in myth- 
ology and literature, has appealed to 
many artists who frequently give it a 
satirical interpretation. An example is the 
well-known painting of the Fountain 
of Juventa of Greek traditional fame, by 
Lucas Cranach the Elder (1472-1553), in 
the Berlin Museum. It shows at one side 
the arrival of old women in carts and 
wheelbarrows, riding on horseback or on 
their porters’ shoulders; at the other end 
of the bath, the rejuvenated ladies emerge 
and are welcomed by their cavaliers. A 
fresco at Lucerne, by Hans Holbein the 
Younger, shows old people—men as well 
as women this time—being carried, carted 
and led to the bath of renewal. 


538 Geriatrics, November 1955 








A seventeenth-century Swabian broad- 


side shows women actually “going 
through the mill” for the restoration of 
youth and beauty. The illustration shows 
a windmill at which are seen arriving a 
number of old crones, on crutches or car- 
ried in wheelbarrows or pickaback, to be 
thrust into the mill, from the other side 
of which emerges a bevy of rehabili- 
tated young beauties. 

In later times, with the fading of the 
legend of the Fountain of Youth as a dis- 
covery-target for knightly adventure, 
these “rehabilitation” treatments are more 
and more at the mercy of the cartoonist. 
An early nineteenth century German 
colored print satirizes a mode of rejuven- 
ation by steam, presumably a current con- 





Rejuvenation by steam. From a German colored 
print, early nineteenth century, in the Medi- 
zinisch-historische Institut, Zurich. 

















Hermippus Redivivus: 
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Title-page of an English edition (1744) of Co- 
hausen’s Hermippus Redivivus. From a copy in 
the Wellcome Historical Medical Library. 


temporary fashion, seeming to imply that 
superstition and devilry are not very far 
away. 

That devices for restoring the forces 
of the aging body have persisted from 
Biblical and classical to modern times 
is evidenced by a treatise of an eighteenth 
century doctor, Johann Heinrich Cohau- 
sen (1665-1750), entitled Hermippus 
Redivivus. This was an account of one 
Hermippus, a Roman schoolmaster, who 
‘ved one hundred fourteen vears through 
inhaling the breath of the young girls 
among whom he _ passed his days. 
Cohausen, a pupil of Boerhaave, wrote 
other works reviewing the efforts of man 
to extend the term of life and renew fail- 
ing vigor. In Hermippus he cites other 
instances of the device of contact with a 
young girl, including the tale of David 
and the Shunamite woman. He con- 


cludes as follows: 








“... let no one take as serious medical advice 
that I have presented here about the exhala- 
tions and expirations of young women, but 
it is to be looked upon only .. . to bring out 
that nothing is so improbable that it cannot 
. deceive the credulous . . . even stimulate 
them to imitation in hope of a long life.” 


Nevertheless the book was taken seri- 
ously and translated into many languages. 
Dr. Johnson described it as ‘an account 
of the Hermetic philosophy” and added, 
“if it were merely imaginary it would be 
nothing at all.” 

Scientists of modern times have con- 
tributed serious research to the quest for 
a means of reversing senile decay by re- 
juvenation. Charles Edward Brown- 
Séquard (1817-1894), British physiolo- 
gist and neurologist, medical graduate of 
Paris, successor in 1878 of Claude Ber- 
nard as professor of experimental medi- 
cine in the Collége de France, claimed 
to have found the secret. At the age of 
72, he tried on himself the rejuvenating 
effect of extracts of animal testicles. 
Known to scientists derisively as the 
Brown-Séquard elixir, the remedy cre- 
ated a furore of popular enthusiasm. 





Charles Edward Brown-Séquard (1817-1884). 
From a photo supplied by Ciba, Basle. 
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The idea of a connection between the 
testicular influence and rejuvenation was 
revived by the Austrian surgeon, Eugen 
Steinach (1861-1944). Steinach also 
claimed that rejuvenation can be brought 
about by section or ligature of the vas 
deferens. Serge Voronoff (1866-1951) 
brings the tale almost up to the present 
day with his series of rejuvenating oper- 
ations on human beings. He became 
known as the “monkey gland man” and 
attained immense popularity. This popu- 
larity and the wide publicity of Steinach’s 
and Voronoff’s experiments and opera- 
tions bore witness to the great number 
of elderly persons bent on regaining the 
physical zest of youth. 


Eugen Steinach (1861-1944). Photo from Ciba, 





Basle. 


Srupy was made of the records of 1200 old people who underwent gen- 
eral anesthesia at St. Thomas’s Hospital, London. Relatives attested that 
fully one-third of these patients suffered some degree of mental im- 
pairment. Although substantial evidence of brain damage was present 
in only 120 patients, about 30 of this group were found to have suffered 
severe cerebral damage following surgery under general anesthesia. 

No single factor or combination of factors could be incriminated 
as the direct cause of dementia. The mental catastrophes did not appear 
to be a direct function of the anesthetic agent employed, the severity 
or duration of hypotension, or the extent of hemorrhage. The patient 
himself, rather than any external factors, seems to hold the explanation, 
apparently an individual susceptibility exists which determines the 
occurrence of cerebral damage following general anesthesia in elderly 
patients. 

Thus, operations on elderly patients are best confined to unequiv- 
ocally necessary procedures. Pre- and postoperative medication should 
not be routine; narcotics should be administered only when specifically 
indicated. Depression of vital centers must be avoided. 


N. H. MOYNIHAN: Adverse cerebral effects of anaesthesia on old people. Lancet 269: 
259-263, 1955. 


Geriatrics, November 1955 














BWWBBBBBBBBBBBB BBB BBBBBBBBBBBBSBBBBBBBBBBBBBBE 


Geriatric services in 


GERIATRICS 


ABROAD 





BBeeweaneea 





Denmark, Norway, and Sweden 


® In considering the social services of 
the Scandinavian countries, one must 
constantly bear in mind the common 
backgrounds of culture, institutions, 
language, and geography. People of 
Scandinavia have a basic conviction that 
every citizen has a right to reasonable 
security and well-being and that the 
state must ensure that right. This con- 
cept dates back many centuries. A social- 
ized form of government is taken as a 
matter of course by people who have 
become accustomed to such a govern- 
ment. It is against the background of 
social rights that the development and 
operation of national health and welfare 
services for persons with chronic disease 
and disability are best understood. 

In my visits to the three countries 
in the summer of 1954, I had an oppor- 
tunity to talk to many state and local 
officials and to talk informally with 
private citizens in whose homes I visited. 

Old age pensions, in principle, cover 
the whole population in all three coun- 


HERMAN £. HILLEBOE is commissioner of health 
of the state of New York. 
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Geriatric services have reached a high 
state of development in the Scandi- 
navian countries. Such services are 
tied in with general hospitals, nursing 
homes, homes for the aged, and apart- 
ments for old people. Every effort is 
made to keep the aged with chronic 
diseases and disabilities in a natural 
environment, out of bed, occupied, 
and living near friends and relatives 
in the community. 


tries, at age 70 in Norway, 67 in Sweden, 
and 65 in Denmark. In all three coun- 
tries, the old age pensions are adjusted 
periodically to the cost of living index. 

Sweden pays an old age pension to 
all persons, regardless of income, even 
to the king. Pensions are about $335 a 
year to a single person, and $530 to a 
married couple. Supplements to old age 
pensioners for housing, clothing, and 
fuel are given if they have small or 
no private incomes. General taxation 
provides five-sixths of old age pensions 
funds in Sweden. 

Denmark gives single pensioners $320 
a year in Copenhagen, $280 in provincial 
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For 


towns, and $240 in rural areas. 
married couples, these sums are $476, 
$420, and $350, respectively. The Danish 
old age pension is reduced by 60 per 
cent of any private income exceeding 
one-half the old age pension. As a result, 
in Denmark less than three-fifths of all 
persons eligible for old- age pension 
receive it. Denmark supplements old 
age pensions for housing, clothing, and 
fuel. In addition, those who postpone 
the pension for two or more years re- 
ceive a supplement. The total old age 
pension of a married couple with no 
private income equals about two-fifths 
of the earnings of an unskilled laborer, 
fully employed. General taxation pro- 
vides the entire old age pension in 
Denmark. 

Norway’s system of old age pensions 
is similar to those of Sweden and Den- 
mark except that the pensions are lower 
in amount. Supplements are provided for 
housing, clothing, and fuel. General tax- 
ation provides about one-half of the pen- 
sion fund in Norway. 

The Scandinavian housing policy is 
aimed at solid construction, improved 
hygiene, and reduced fire hazards for 
large families, agricultural workers, and 
old age pensioners. 

Since 1937, Denmark has had a pro- 
gram for building small low-rent flats 
for old age pensioners. The state has 
subsidized the local authorities in the 
building of these flats which now num- 
ber 13,000 or enough to house five per 
cent of the old age pensioners in Den- 
mark. To augment this, since 1951 there 
have been rent subsidies for old age and 
disability pensioners who live in any 
housing project. 

Sweden has had a similar program 
since 1939 and in 1952 these flats num- 
bered 30,000 throughout the country. 
As in Denmark, the state has subsidized 
the local authorities in the building of 
these flats. In Norway, only the city 
of Oslo has engaged in a similar housing 
program. 
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Denmark 
Denmark’s population in 1950 was 4.2 
million, of which 600,000 were more 
than 60 years of age. This older group 
has most of the chronic diseases and 
disabilities. However, the power of 
adaptation to multiple diseases is amaz- 
ing in most older people. In discussing 
these problems, I found it was necessary 
to distinguish between disease and sick- 
ness in this age group. A man of 80 may 
have diabetes, arteriosclerosis, cataracts, 
and deafness but he visits a doctor only 
once a month for check-up. He can get 
along without medical care most of the 
time but such care must be available 
when he needs it. Such a man is not 
really sick, only diseased. He can cook 
meals, care for his body, do light work 
to supplement his pension, or pass his 
time in diversional activities. 

Older people with chronic disease and 
disability may receive one of three types 
of benefits. A married couple of 65 or 
older, living in Copenhagen and having 
no income but their old age pension 
plus supplements, would receive 3800 
Kr. per year pension ($543), or about 
one-half the income of an_ unskilled 
worker. 

Instead of a cash benefit, the couple 
may receive care in special homes, 
called Old People’s Homes, and _ be 
given pocket money. By 1953, more than 
700 of these homes caring for 16,000 of 
255,000 old age pensioners in Denmark 
were erected by local authorities. Al- 
though the largest home serves 160C 
old age pensioners, most of them are 
much smaller. Those with 70 to 100 
beds are probably the most efficient. 

In place of these homes, the local 
authority may erect low-rent, old age 
pensioners’ flats so that single or married 
folks may live in their own communities 
and be near their friends and relatives. 
I visited several of these flats and found 
them to be modern in every respect. 
Denmark had, in 1952, more than 10,000 
flats for old age pensioners with room 














for 12,500 persons. There is need for 
a great many more since only about 
five per cent of old age pensioners are 
now in such flats. Copenhagen has 5,000 
flats to care for 6,110 old age pensioners. 
The rent is 28 Kr. ($4) single and 34 
Kr. ($5) double per month. 

Located in Copenhagen is De Gamles 
By, Denmark’s largest hospital and nurs- 
ing home for old people. Under the 
direction of Dr. Torben Geill, who has 
specialized in the diseases and disabilities 
of old people and is dedicated to their 
care and study, the hospital has a staff 
of 7 full-time doctors, 7 part-time 
doctors, 1 part-time specialist in physical 
medicine, 1 pathologist, and 7 physio- 
therapists. Of the 1600 beds in this 
home, 500 are hospital beds, 300 nursing 
beds, and 800 for old age pensioners 
whether well or sick. 

The per capita cost at this hospital 
is 50 Kr. ($7) for acutely ill patients 
and for other beds the cost is 17 Kr. 
($2.50) per day. Heart disease is the 
main problem, according to Dr. Geill, 
who does about 500 postmortem studies 
a year and has a chance to study his cases 
thoroughly. 

The newer section of De Gamles By 
contains all new flats where single old 
age pensioners may live in one room and 
married couples in two rooms with bath- 
ing facilities on each floor. Occupants 
can have meals in the room and _ visit 
with guests on each floor. The pension- 
ers may provide their own chairs, radios, 
and pictures, but a good bed is furnished 
by the home. 

On the average, the age of the men 
in this hospital is 76 and of the women, 
78. The pensioners may work in the 
garden and kitchen, if they wish, with 
token payments given for spending 


money. The home provides a large li- 
brary, concert hall, and exercise yard. 
Pensioners come and go as they wish 
and are permitted to visit relatives for 
one month. They are allowed 2 Kr. per 
day for fourteen days each year to help 








pay for their board when they are out 
visiting. 

Dr. Geill told me that he prefers units 
of 80 to 100 beds for old age pensioners 
when it is possible to build new units. He 
likes the flexibility of having hospital, 
infirmary, and flats available at one place 
but would like to see flats spread 
throughout the city so that the old 
people can be near their families and 
friends. 

I went out to see Solhjem, located in 
Gentofte, a suburb of Copenhagen, as 
an example of the smaller old age home. 
It has 105 beds and 25 employees and 
costs 14 Kr. ($2) per day for each pen- 
sioner. The cost would be 40 Kr. ($5.75) 
per day if these pensioners were in gen- 
eral hospital beds. The home is managed 
by a Mr. Skettrup, who strives to move 
pensioners out of the home into flats as 
quickly as he can. 

I visited another small old age hos- 
pital, a 40-bed nursing home in Lyngby 
for old age pensioners and disabled in 
need of nursing care. This hospital is 
staffed by 1 doctor, 6 nurses, 6 student 
nurses, 10 physical therapists for five 
hours per day, and 1 occupational thera- 
pist for eight hours every other day. 
Rails in the halls, slings over bathtubs, 
and special wheelchairs help the hemi- 
plegics and crippled pensioners. The 
wheelchairs are home-made to reduce 
expense. The pensioners can move back- 
ward and forward in them by using only 
one hand if the other is paralyzed. The 
cost in this home is 25 Kr. ($3.50) per 
day, of which the local authority pays 


12 Kr. ($1.70) and 13 Kr. ($1.80) is 


“received from the county council. The 


county is reimbursed in part by the 
state. 

Another new unit visited was a 30-bed 
apartment unit for old age pensioners 
in a suburb of Lillerad where the com- 
munity has tried to place people near 
their friends and relatives. This was a 
red brick structure in beautiful sur- 
roundings. 
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Old age pensioners with severe chronic 
disease or disability are sent to general 
hospitals for care and rehabilitation and 
then, as soon as possible, to nursing 
homes or old age homes. Later, if pos- 
sible, they are sent to old age flats. 

The main job is to get old people 
out of bed and keep them out even 
though frail, feeble, or disabled. By keep- 
ing the old people active and on the 
move, physical and mental disablement 
is kept at a minimum. Early ambulation 
has been a blessing to these older people. 
Give them an interest in life and some- 
thing to do and they become happier 
and easier to care for and live with. 


Sweden 


Sweden’s first home for the aged, erected 
in 1752, is located at Sabbatsberg in the 
city of Stockholm, about fifteen minutes’ 
drive from the center of the city. It 
is used today as a part of the Public 
Assistance Authority program of care 
for aged persons with a disease or dis- 
ability. From 250 to 300 persons are 
admitted each year. It includes a nursing 
home for 370 geriatric patients. Between 
the hospital patients and home for the 
aged group, are some frail old people 
who cannot live alone because they need 
nursing care. They need help in dressing, 
eating, making beds and require minor 
medical care. The institution has a spe- 
cial 74-bed unit for these frail people. 

Some younger patients with chronic 
disease or disability are also admitted to 
Sabbatsberg. Cardiovascular diseases are 
predominant, followed by impairment 
of the nervous system, especially cere- 
bral hemorrhage, chronic arthritis, and 
malignancies. Old people with mental 
deterioration present a big nursing prob- 
lem. About 70 per cent of discharges 
are due to death. 

Physical therapy and _ occupational 
therapy are used extensively and are 
highly valued both by staff and patients 
for recreational and occasionally for oc- 
cupational reasons. Participation in occu- 
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pational therapy helps pass the time and 
makes the old people feel they are still 
able to do something with their hands. 

Most of the people are old age or in- 
validity pensioners who can easily pay 
fixed costs out of their pensions. Those 
in the Hospital for the Aged give up 
their pensions but do receive 42 Kr. per 
month for pocket money, 10 Kr. for 
clothes and 12 Kr. for coffee. 

The wholesome atmosphere of the 
place, largely due to the compassion of 
Dr. S. Erlandsson, the chief medical of- 
ficer, is conducive in helping afflicted 
human beings and not just giving care to 
the aged. Because of the long stay of 
many of the residents, the doctor-patient 
relationship is a deeply personal one. 

Dr. Erlandsson comes only in the 
morning to Sabbatsberg and conducts his 
private practice in the afternoon. He has 
2 full-time staff doctors, 2 physical ther- 
apists, and 1 occupational therapist with 
an assistant. The first thing the staff does 
is to get the old patients out of bed. A 
special low bed is provided, whose mat- 
tress comes up to the kneecap of the 
average old person; it is easy to get into 
and out of; falls and fractures are un- 
common with such beds. Most of the in- 
juries and cerebral accidents occur in the 
bathroom. The staff makes it a rule never 
to do anything for old age patients that 
they can do for themselves. There is | 
nurse for 40 beds in the hospital, 1 nurse 
for 60 in the unit for frail people, and 1 
nurse for 110 in the Home for the Aged. 

The Society for Cripples helps pro- 
vide Sabbatsberg with some of the appli- 
ances‘and special equipment needed. The 
staff has worked out some ingenious ap- 
paratus for handicapped persons. These 
include an inexpensive wheelchair pro- 
pelled with one hand, a crocheting needle 
holder which permits hemiplegic women 
with only one useful hand to move the 
thread and cloth around the needle. One 
elderly patient paralyzed in both arms 
uses his mouth to hold a pipe stem fitted 
to a long tube, with a rubber knob on 














the end, to turn pages of a book held by 
a wire frame that rests on a table in front 
of him. At the age of 84, he worked out 
this design himself and had the equip- 
ment made in the occupational therapy 
shop. A woman of 69 had learned to talk 
again after a cerebral hemorrhage that 
silenced her tongue. She did this by sing- 
ing nursery rhymes until the words be- 
gan to form once more. Her spoken 
words are halting now but her singing 
words are fairly smooth and clear. An- 
other patient, a hemiplegic about 70 
years of age, has rebuilt a motor bike 
with a side car which he drives in Stock- 
holm traffic with only one hand and one 
foot. 

An 8-story building housing 110 mod- 
ern flats for old age pensioners has just 
been built at Sabbatsberg by the Royal 
Social Board with one room for each old 
person. Each room is equipped with a 
toilet and the beds are low as in the hos- 
pital. The chairs are high with rounded, 
high arms and backs to give support to 
the bodies of older people who spend so 
much time sitting. Each floor has dining 
and social rooms for guests. There is a 
general pantry where the older people 
can pool their coffee making. A refrig- 
erator with individual locked boxes about 
6 by 6 inches is available so each person 
can keep his beer, akavit, or cheese sep- 
arate from that of his neighbor. 

Occupational therapy has great im- 
portance among the aged. It not only 
keeps up the morale of old people, but 
also means less nursing care, less con- 
troversy and argument, less psychiatric 
disorder, less sleeplessness, better appe- 
tites, less constipation, and less weakness 
that comes from inactivity and too much 
time in bed. Old people on occupational 
therapy keep their rooms and themselves 
cleaner, and help around the garden and 
kitchen more often. 

Dr. Erlandsson says that sleeplessness 
is a big problem among older people. He 
rarely uses phenobarbital or other sed- 
ative because it makes old people thrash 








around and fall out of bed and has bad 


after-effects. He thinks part of the 
trouble at night comes from slowed cir- 
culation in the brain and the extremities 
which occurs when a person lies down, 
so he gives brandy or two or three cups 
of coffee before bedtime to stimulate the 
circulation. There are less heart pain and 
cramps in the legs at night and more 
peace and quiet on the ward with such 
simple therapy. 

Many little things are done to make 
life pleasant for the old people such as 
changing the paintings in the rooms from 
time to time so they won’t tire of the 
same ones. Parties are given for birth- 
days and holidays and feast days. Old 
people can work in town to earn a little 
extra money, or, if they wish, spend a 
month-long holiday with relatives in the 
country or at the seashore. 

There is an inbred courtesy among 
the patients and staff that is spontaneous 
and omnipresent. One is struck by the 
friendliness of the staff toward the old 
people on the wards and around the 
grounds. One senses the fondness Dr. 
Erlandsson has for his hundreds of old 
patients as he goes from ward to ward 
calling each by name and saving a word 
or two. 

He is impressed again and again by 
the learning ability of many of these older 
people who are often in their 80’s. They 
learn a new language, how to use the left 
hand if the right becomes paralyzed, and 
how to occupy themselves with weaving, 
knitting, and sewing to make the time 
go by. All these things help to keep up 
their spirits. It is truly amazing what can 
be done for old people with chronic dis- 
ease and disability. If expert geriatric 
diagnosis is combined with therapy, one 
can often rehabilitate the aged even 
though they cannot be cured of their 
troubles. Where there is understanding, 
patience, and compassion and not just 
sympathy, pity, or tolerance, life can be 
made pleasant in the twilight years even 
for those who are ill as well as aged. 
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The county government has the re- 
sponsibility for hospital care including 
that for older people. The Royal Social 
Board has jurisdiction over the old peo- 
ple’s homes and the Royal Medical Board 
over mental cases among the older peo- 
ple. Thus, there is often confusion in the 
transfer and distribution of persons with 
various types of chronic disease and dis- 
abilitv. The Royal Social Board has 
charge of medical care of older people, 
but has no physicians on its staff, which 
places the Board at a disadvantage in the 
distribution of medical cases. The State 
Pension Board has a separate program for 
all ages but sends no patients to homes 
for the aged. 


Norway 
All Norwegians who reach 70 years of 
age are entitled to old age pensions, the 
expenses of which come from_ local 
authorities and a one per cent state tax 
on yearly income of all taxpayers. 

Sailors 60 vears of age or more who 
have served one hundred fifty months in 
the merchant marine get old age pen- 
sions of 6 Kr. per year for each month 
of service, with supplements, of course, 
for wives and children. 

In Oslo, the main hospital for care of 
older people with chronic disease and 
disability is the Ulleval Sykehus, with 180 
beds for chronic disease and disability, 
110 for women and 70 for men. Sixty per 
cent of admissions come from old age 
homes and 40 per cent are transfers from 
general hospita!s in the city. Some come 
from nursing homes and others from 
psychiatric units for the aged. The 
geriatrics department is directed by Dr. 
Victor Gaustad, a professor on the staff 
of the medical school of the University 
of Oslo, associated with the Ulleval 
Sykehus. Dr. Gaustad’s main task is pro- 
viding nursing care for the old people. 
He uses male nurses in addition to female 
nurses, even on female wards. His main 
medical work is examination and place- 
ment of patients, whose average stay is 
three months. 
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If general surgery or special diagnosis 
or medical treatment is needed, he trans- 
fers patients to other departments of 
Ulleval Sykehus. He has 2 social workers 
to help in classifying patients. His unit, 
a new one at Ulleval Sykehus, opened in 
the fall of 1952, and since that time this 
unit has discharged 185 to their own 
homes, 206 to nursing homes, 27 to 
psychiatric institutions, and 195 are dead. 
Senile dementia is the principal psychiat- 
ric diagnosis. The psychopathic case is 
more costly to care for because of the 
amount of service required. Care in 
Ulleval Sykehus is paid by sickness insur- 
ance. If a person comes in as a private 
case he is charged 26 Kr. per day ($3.50) 
although actual cost is 46 Kr. per day 
($6.60). 

Dr. Gaustad is allowed to use his of- 
fice at Ulleval Sykehus for his private 
practice but devotes only about six hours 
a week to it. Although he has no regular 
teaching schedule, he gives occasional 
lectures to medical students on geriatrics. 

In Oslo there are many private nurs- 
ing homes which provide 1700 beds; 291 
of these are associated with old age 
homes. They are subsidized by the state. 
Some are privately run for profit and not 
all are up to high standards of care. Dr. 
Gaustad thinks that 40 beds is a good 
size for a nursing home for old people. 
During 1955, Oslo plans to add 450 beds 
for old people to existing hospitals. Old 
epidemic hospitals, no longer needed for 
that purpose, may be made over. The 
city has, also, 1200 apartments for old 
people similar to those described for 
Sweden and Denmark and plans to pro- 
vide 2000 more in the near future. 

About 13 per cent of persons in old 
age homes are under 60 and about 30 per 
cent need some nursing care. Because it 
was built and founded in November 
1952, the geriatric unit in Ulleval Sykehus 
is well planned and has excellent equip- 
ment, including active physical therapy 
and occupational therapy sections. 

To give one example of new equip- 




















ment, a clever Swedish-made machine is 
used to cut bread and spread butter on it 
in one operation just before meals are 
ready for serving. This saves a lot of 
butter, which most Scandinavians use 
almost as lavishly as we use drinking wa- 
ter. Incidentally, drinking water is not 
served routinely at any of the meals in 
the hospitals, nursing homes, and old age 
homes in Scandinavia. Coffee, milk, or 
weak beer make up the liquid part of the 
diet. 

Health and welfare centers for out- 
patient services to old people are being 
planned throughout the city and it is 
hoped that in this way as many patients 
as possible will be kept out of hospitals 
and nursing homes. Ambulatory examina- 
tions, classification, and after-care, will 
then be given by teams of doctors, physi- 
cal therapists, occupational therapists, 
and social workers. 

It is of interest that there are three 
such centers now in operation experi- 
mentally with the support of the Nation- 
al Association to Combat Tuberculosis. 
The public-spirited director of this As- 
sociation, Dr. Tobias Gedde-Dahl, told 
me that the Association will expand into 
this tvpe of work as tuberculosis de- 
creases in importance. He already has 
set up a Division of Gerontology to 
study and explore problems associated 
with the aging process. 

Dr. Gedde-Dahl, Dr. Trygve Iverson, 
the city health officer, and Dr. Gaustad 
informed me that the health and welfare 
center idea is particularly applicable to 
older people with chronic disease and 
disability. Although a comprehensive 
program has not vet been developed, a 
national committee has been working on 
the project and progress is being made. 
Old people are visited at home and in 
homes for the aged. They are aided in 
obtaining hospital care or in going to 
and from hospitals. Home helpers are 
provided to avoid hospital care and nurs- 
ing home care. An old person who can- 
not prepare food at home can come to 








the center and get food three times a 
day or, in some cases, food may even be 
brought to the home. Voluntary aids 
assist in the whole project, which in- 
cludes club and recreational activities. 
Research and further exploration in 
solving the problems of the aged are 
planned by this association. Sixteen dif- 
ferent services will be given when the 
program is fully underway. Only two 
things obstruct rapid expansion now — 
money and the lack of precise data on 
the extent of the problem. The policy to 
regionalize and decentralize all services 
for old people even within a large city 
has great possibilities both for effective- 
ness and satisfaction to all concerned. 


Summary 
An American visitor is impressed with 
the advanced state of development of 
geriatrics in Denmark, Norway, and 
Sweden. Geriatric services are tied in 
with general hospitals, nursing homes, 
homes for the aged, and old people’s 
flats; rehabilitation of the aged is given 
high priority. Every effort is made to 
keep the aged with chronic diseases and 
disabilities in a natural environment, out 
of bed, doing something to keep hands 
and minds busy, and living near friends 
and relatives in the community. 

An older person may have multiple 
diseases and disabilities but is not con- 
sidered sick unless he is forced to stay in 
bed after all efforts at geriatric care and 
rehabilitation have failed; there is a clear 
distinction between being ill and being 
diseased. 

Various types of health, invalidity and 
unemployment insurance make it possible 
to transfer adults with chronic diseases 
and disabilities from one facility to 
another without hindrance in meeting in- 
dividual needs. 

There are no age barriers in the reha- 
bilitation of the disabled in the three 
Scandinavian countries. People of all ages 
are given equal opportunity to obtain 
services. Services are given according to 
individual needs, and the continuing im- 
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portance of the disabled person as a con- 
tributing member of the community is 
recognized. 

It is clear that the problems of reha- 
bilitation are inseparable from those of 
geriatrics and chronic diseases. The same 
expert personnel, special facilities, and 
equipment are needed for the solution of 
these related problems. 

There is unanimity of opinion among 


the geriatricians and rehabilitation experts 
in Denmark, Norway, and Sweden that 
programs for the chronic diseases and 
disabilities of all ages should be under 
the direction and supervision of specially 
trained physicians rather than educators 
because of the great importance of phys- 
ical, emotional, and psychologic factors 
in optimum reablement of the diseased 
and disabled. 


“In Israe., the problem of old age has not been too disturbing, largely 
owing to the fact that immigration consisted predominantly of young 
people. In England today there is one person over 65 years of age to 
every 6 adults. In Israel, in November 1948, the ratio was 1 to 14.9 
adults. And in December 1951, it dropped to 1 to 13.4. A further drop 
may be assumed to have taken place as a result of the diminishing im- 
migration. Thus the ratio approximates that of countries with a stable 
population. The population of Israel is evidently growing old in the 
same ratio as that of other civilized countries. The immigration of 
young people, however, has merely disguised and obscured this uni- 


versal phenomenon. 


“These statistical data call for a rational and coordinated geronto- 


logical action in Israel. 


The terms ‘gerontology’ and ‘geriatrics,’ 


however, are as yet hardly known in Israel, where help to the aged 
has been mainly in the form of charity and alms giving. 


“ 


. . Mass immigration after 1948 led to the wholesale liquidation 


of Jewish communities whose members came over with the elders and 
offspring. The Government of Israel was suddenly confronted with 
the task of caring for thousands of old immigrants from over fifty 
countries, speaking different languages, suffering from numberless 
diseases, destitute and in distress. With the aid of the Joint Distribution 
Committee, the Malben organization was set up for the care and re- 
habilitation of the aged and invalids among the immigrants. Malben has 
provided homes for them in accordance with the latest requirements 


of gerontology. 


“While acknowledging Malben’s fine achievements in this field, it 
must be pointed out that its activities are restricted to those who immi- 
grated after the establishment of the State. This means that veteran 
residents now reaching the threshold of old age, after years of struggle 
and sacrifices, are barred from the Malben institutions. Moreover, 
there is still inadequate coordination and cooperation among bodies 
and public figures active in the field. ... An Israel society for geron- 
tology and geriatrics is not yet in existence. It should be set up at the 
earliest possible date to enable Israel to keep pace with other countries 


in a field of such vital importance. . . . 


c. U. NITZANY: Gerontology, with special reference to Israel. Hebrew M. J. 2: 


187-190, 1955. 
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SOCIOMEDICAL PROGRESS 





Needed—a social philosophy 


for the problems of aging 


C. FLEMING, M.A. 


SHEFFIELD, ENGLAND 


® When Bernard Baruch was asked to 
comment on the most significant events 
which have occurred in the first half of 
the century, he listed the increase of 
man’s life span by eighteen years as hav- 
ing more profound medical, economic, 
and social implications than such changes 
as atomic energy, air transport, and mod- 
ern communications. 

The sagacious Mr. Baruch may well 
prove to be correct—there are certain 
profound economic and social as well as 
medical implications in this major social 
change. They involve more than a fore- 
casted increase in the demand for bath 
chairs, less demand for perambulators, 
or more posts for geriatric physicians. 

A changed life pattern for individuals 
is one aspect of the major social change. 
Another, partly consequent of this, is the 
aging of our population. This has already 
aged in that there is already an unprece- 
dented increase in the proportion and 
numbers of people at pensionable age; it 
is aging in the sense that this increase will 
become much greater, and at an accel- 
erated rate, from now on. 


C. FLEMING is lecturer in social and industrial 
medicine, Sheffield University, England. 





Increased longevity has brought about 
a major social change, with profound 
implications in sociology, economics, 
and medicine. A social philosophy is 
needed to help us in meeting this chal- 
lenge created by the new circum- 
stances of contemporary society. 


It is only recently that, as a commu- 
nity, we have started to accept the ob- 
vious fact of this quite fundamental 
change which is of the nature of a cum- 
ulative crisis. On the whole, we have 
done remarkably little about it. We have 
not started to go into what is actually, 
let alone possibly, involved in it. Conse- 
quently, any new action with regard to 
it is on the basis of improvisation. 


. The Undeveloped Potentials 


Whatever may have been true in the 
past and is still fairly true for primitive 
peoples, real, or functional, old age does 
not now commence for the majority of 
us until about 70. A better way of put- 
ting it is that the process of aging, which 
goes on throughout the whole period 
from birth, has positive aspects of 
growth, development, and maturation, 
as well as negative aspects of atrophy, 
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degeneration, and decline. It is now from 
the 70’s that these negative aspects nor- 
mally become more noticeable and pre- 
dominant. But the 60’s, and certainly the 
50’s and 40’s, are now potentially, and 
often actually, a period of later maturity, 
a period of substantially retained, even 
if somewhat changed, physical and psy- 
chologic capacity. 

[ may mention that what appears to be 
the best nontechnical book on this sub- 
ject is Dr. Stieglitz’ The Second Forty 
Years. There is one passage in his book 
which I should like to quote: 

Senescence has long been taken for granted. 
Many people still retain the fatalistic atti- 
tude that there is nothing we can do about 
senescence, that it is inevitable and that the 
old are useless and merely doomed to die. It 
is my firm conviction that such an attitude is 
utterly unjustified. Were it true, the future 
would be indeed dark. It is an immature view, 
evidencing a sad lack of appreciation of the 
value and potentialities of the elderly. The 
fact that the capacities of those past the meri- 
dian of life have never been fully explored, 
appreciated, or developed does not invalidate 
the potential value of this immense reservoir 
of human energies. 


Apathy of Sociologists 


One would imagine that a progressive 
society, faced with such a major social 
change, would be very concerned with 
finding out what is actually and neces- 
sarily involved in all this. That presup- 
poses pertinent investigation and_re- 
search. Yet from a comprehensive review 
of all available material, I am not very im- 
pressed with what has taken place, and is 
taking place, in this regard. True enough, 
biologic investigations into age and the 
aging process have been going on for 
some time. There is some preliminary re- 
search in experimental psychology, devel- 
oping laboratory technics for testing age 
and skill. Some of our physicians are 
among the pioneers in geriatric medicine 
and so providing better medical treatment 
for the actually old. 

But this age-old problem of old age has 
now become complicated with features 
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and considerations which make it socio- 
medical or even distinctively sociologic in 
character. One of the most striking fea- 
tures of the present situation is the general 
failure of sociologists to interest them- 
selves in the subject. There have been a 
small number of sociomedical and social 
surveys in this connection, but there ap- 
pears almost no provision for research 
into the social and occupational aspects. 


Needed—A Social Philosophy 


Pertinent investigation and research 
would need to include teamwork and to 
be, to quite a large extent, of an interdis- 
ciplinary character. Moreover, it would 
need to be guided by some degree of sys- 
tematized general theory on the subject, 
taking into account the whole range of 
data already available on the subject—a 
system of social philosophy pertinent to 
aging in contemporary society. 

This paucity of sociologic data on in- 
dividual and community aging is now 
beginning to be realized, and in some 
measure acted upon in Great Britain. A 
number of sociologic, psychologic, and 
sociomedical investigators are tentatively 
organizing a group for the purpose of 
encouraging and promoting research into 
the social and occupational aspects of 
aging. There has been a time lag in this 
field of study, as indeed some delay in 
che more general promotion of socio- 
logic research in this country, but its evi- 
dent importance as well as its intrinsic 
interest will, it is hoped, now stimulate 
appropriate attention in this complex and 
difficult new area. 

One could take as a criterion what has 
been undertaken in the United States 
over past years. Those concerned with 
the subject emphasize that they are still 
in the early stage of fact-finding, assess- 
ing, and correlating. But they have al- 
ready accumulated a mass of relevant 
data, social and industrial, as well as bio- 
logic, psychologic, and medical. 

I have stressed the importance of a social 
philosophy in regarding our present prob- 














lem of aging. One feature of a social 
philosophy furnishes an orientation of 
thought based on values and on the range 
and relevance of factual data. The more 
clearly the values are recognized and 
the more extensive and apt are the data, 
the more satisfactory will be the social 
philosophy as a guide to understanding 
and behavior. 

What is our present orientation of 
thought with regard to aging? Is it simply 
that increased longevity means nothing 
more than increased longevity, or that 
this involves only a longer period of 
social dependency in some condition of 
progressive decrepitude, ameliorated by 
geriatric medicine and with social serv- 
ices providing a not too unsatisfactory 
shelf for an increasing proportion of the 
community? 

Quite a number of persons have visual- 
ized a new life pattern in a fuller sense, 
giving greater scope for the fruition as 
well as the extended exercise of human 
capacities, in spite of a general rigidity 
of social customs operating against this. 
The question is: to what extent can this 
be made more general? Geriatrics indi- 
cate that much of the pathology of later 
years can be prevented or minimized, 
given suitable adjustment to aging. But 
this is not a medical problem in the nar- 
row sense of medicine. It is one for con- 
structive medicine of a sociomedical 
character, requiring the cooperative con- 
tribution of, not only the social scientists, 
but also of the educator and the admin- 
istrators of social and industrial policy. 


New Factors and New Circumstances 


The pathologic feature appears to be, 
not the changed aged composition of our 
community in itself, but a substantial 
failure to accept the challenge of new 
factors and circumstances. Societies, like 
individuals, are reluctant to change their 
habits, or mores. If progressive, they are 
inclined to be progressive along estab- 
lished lines. We are improving our tradi- 
tional response to the problem of the 





welfare of the elderly and old, as that has 
been understood. But the traditional re- 
sponse is now less generally applicable. 
It is, to quite a large extent, inconsistent 
with the real welfare and actual desires 
of many of those concerned. What con- 
stitutes real welfare for the “later matu- 
rant” and the “merely elderly?” What 
is to be the role of the “pre-old” and 
their appropriate contributory function 
in a society where they bulk large? 

For these to be determined more fully 
and for necessary social adjustments to 
be carried out presupposes leadership or 
statesmanship, not only confined to the 
sphere of politics. But, with some few 
exceptions, there is an apathy on the part 
of those who would be expected to be 
the leaders of social thought and action 
in such fields as that of medicine, social 
science, government, and industry. Prob- 
ably this is largely due to an ignorance 
as to the full range of relevant data and 
the fuller significance of what is taking 
place. Here the critical, synthesizing, and 
interpretive contribution of a social phi- 
losophy would play an essential part. 

One may expect a normal adaptation 
to the consequences and concomitants 
of this social change over an extended 
period, but it would be more rational 
to effect planned adjustments based on a 
planned acquisition and dissemination of 
knowledge. This would prevent a great 
deal of human wastage and frustration 
now and over the coming decades. 

There are several major interrelating 
requirements for facing up to, and for 
effectively handling, this major social 
change: research and study of a particu- 
lar character, implementation of adjust- 
ments to aging by society and the in- 
dividual through practical application of 
data from such findings, and, concomitant 
with both of these, some pertinent com- 
munity reeducation as to the nature and 
significance of the facts. 


Adapted from an address given to the Shef- 
field Staff Philosophical Society, February 1954. 
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Editorial 





Control of tuberculosis in the elderly 


” rHIS COUNTRY and in other nations 
where good tuberculosis control pro- 
grams have been in effect for some 
decades, the greatest incidence of clinical 
cases and deaths has shifted to persons in 
the older age bracket. This situation was 
expected and _ indicates outstanding 
achievement in the movement to eradi- 
cate this disease. 

A high percentage of today’s older 
generation became infected with tubercle 
bacilli as children and young adults, just 
as had occurred among previous gener- 
ations. Tuberculosis claimed large num- 
bers from their ranks as they passed 
through childhood and young adulthood. 
Che onslaught is continuing among the 
survivors. In many states, 50 to 85 per 
cent of clinical cases and deaths are 
among persons 50 years and older. 

Postmortem studies as well as other 
evidence attest that most of the destruc- 
tion now taking place among older people 
is caused by endogenous reinfections. 
The victims have harbored necrotic and 
caseous lesions of tuberculosis primary 
complexes since early life. These lesions 
are now releasing living virulent tubercle 
bacilli upon allergic tissues. 

Contagion is the greatest danger from 
tuberculous elderly people, whom Med- 
lar has termed the disregarded seedbeds 
of the tubercle bacillus. The solution of 
this problem is simple but requires un- 
limited patience and perseverance. Near- 
ly every person, old or young, who is 
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now harboring tubercle bacilli, can be 
identified by proper administration of 
the tuberculin test. 

Persons who have had such bacilli for 
a long time without exogenous or endog- 
enous reinfections may have waning 
allergy to tuberculoprotein. This may 
reach such a low level that it is not 
elicited by the usual tuberculin dosage. 
Therefore, larger doses are often neces- 
sary for older people.’ It is suggested that 
1 mg. consisting of 0.1 cc. of a dilution of 
one part tuberculin to 99 parts diluent, 
be administered as the initial dose. If 
there is no response of the tissues, a 
second dose of 2 mg. or more is justified. 
Only by administering the tuberculin 
test among elderly people everywhere, 
grouped in institutions or singly in their 
own homes, is it possible to identify 
those with tubercle bacilli. 

This test should be a part of every 
physician’s examination of an_ elderly 
person, regardless of whether he practices 
general medicine or a specialty. Only 
persons who now react to the properly 
administered test and those who subse- 
quently become infected develop clinical 
disease. The test is the first approach to 
the solution of the problem, since it 
promptly identifies those in whom 
clinical disease already exists or may sub- 
sequently develop. 

There is a surprise in store for physi- 
cians who administer this test to older 
persons for the first time. Many have 














not used the test because of the erroneous 
belief that all old persons are infected. 
Actual testing has revealed that a sizable 
segment of older persons are not now 
infected. In a county-wide testing pro- 
gram, Jordan and Jordan® reported that, 
among more than 2,000 men between 
40 and 80, approximately 47 per cent 
reacted. In the decade from 60 to 69, 
59 per cent reacted. Among more than 
2,100 women between 40 and 80, 42 per 
cent reacted, with 51 per cent in the 
decade of 60 to 69. This work was done 
in a rural county and it is possible that 
some were not infected in childhood. 
Moreover, in some persons, all tubercle 
bacilli die, after which allergy disappears 
and the body is no longer infected. 

In any event, tuberculin testing of 
older people is economically sound. It is 
of little avail to spend time, effort, and 
funds in doing other phases of the exam- 
ination for tuberculosis among persons 
who are not harboring tubercle bacilli. 
It is sound, however, to concentrate effort 
on those persons in whom tubercle 
bacilli are known to reside. 

After an older person is found to be 
harboring tubercle bacilli, the next step 
is to make x-ray film inspection of his 
chest. Nearly everyone who already has 
clinical disease will be found. However, 
just the visualization of a shadow-casting 
lesion does not justify a diagnosis of 
tuberculosis. Many nontuberculous con- 
ditions develop in the chests of elderly 
tuberculin reactors. Therefore, the 
shadow-casting lesion justifies all differ- 
ential diagnostic procedures to ferret out 
its etiology. Among those proved to be 
tuberculous, further differentiation is 
necessary to determine which are of 
present clinical importance. Shadow- 
casting tuberculous lesions may long ago 
have been brought under control and are 
no longer of clinical importance. Others 
are contagious when first found and must 
be managed appropriately. 

On first examination of a large number 
of elderly reactors, one rarely finds more 









































than one per cent with clinically signifi- 
cant lesions. However, each of the others 
is a potential case of clinical tuberculosis, 
so that frequent periodic examinations, 
always including x-ray film inspection of 
their chests, are imperative. When this 
is done, lesions destined to evolve are 
usually found in the silent stage, before 
they have become contagious. At this 
time, nearly all such cases can be treated 
so that illness and contagion are avoided. 
However, periodic examinations must be 
continued, as new lesions may develop or 
old ones be reactivated. 

By this method, which has been in 
practice long enough on sufficient num- 
bers of persons to prove its efficacy, the 
tuberculosis problem of the elderly can 
be solved, not only for the individual 
but also for the community, since tuber- 
cle bacilli are kept corralled throughout 
the life of the host. 

Apparently, the incidence of tuber- 
culosis among the aged has been large 
for centuries. Peller reported that in 
Vienna in 1752 and 1753, among the 
persons of 50 years or more, tuberculosis 
was responsible for 20.8 per cent of the 
total mortality. For men and women of 
50 or more, the mortality was 11.13 and 
8.63, respectively, per 1.000 inhabitants. 

When morbidity and mortality rates 
were so high among the young, little at- 
tention was paid to the disease among 
the elderly, partly because it was usually 
chronic in later life and rarely caused 
dramatic symptoms. Moreover, the 
belief was long held that those who at- 
tained the age of 40 were relatively safe 
from tuberculosis, so that this disease was 
rarely sought among them. When mor- 
bidity and mortality decreased so sharply 
among the young and vital statistics re- 
vealed the high death rate in elderly, 
attention was focused on the latter group. 

Person for person, the incidence of 
tuberculosis among elderly people is 
probably no greater than in former 
centuries, but there is now more tuber- 
culosis among them because so many 
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more are attaining old age. Wherever a 
high percentage of children become in- 
fected with tubercle bacilli, morbidity 
and mortality increase with their decades 
of life. The longer infected people live, 
the more time their disease has to mature 
to clinical proportions. 

The ultimate solution of the old-age 
tuberculosis problem obviously lies in the 
prevention of infection during the earlier 
years. Progress toward the solution of 
the problem has necessarily been slow, 
but it has been tremendous over the past 
few decades. In the city of Minneapolis, 
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in 18. Jahrhundert mit besonderer Beriichsichtigung 


Mental disorders of the aged in Japan 


N AN interesting paper written in Japan, 

Nahotake Shinfuku, M.D., showed 
that in the United States and Europe the 
incidence of psychosis tends to increase 
decidedly with advancing age, while in 
Japan, after the age of 55 or so, the curve 
showing the incidence of psychosis turns 
noticeably downward. 

In a study of some 50,000 psychiatric 
patients in Japan, the impression was 
gained that the low incidence of senile 
psychoses is associated with an incidence 
of cerebral arteriosclerosis much lower 
than that in America and Europe. Curi- 
ously, however, the death rate from cere- 
bral hemorrhage among the Japanese is 
the highest in the world. He did not at- 
tempt to explain this peculiar contradic- 
tion. Possibly in Japan they have more 
cerebral hemorrhage, while we have 
more of the little strokes with throm- 
boses in hundreds of tiny arteries. The 
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children with tuberculin in 1916, showed 
that 70 per cent were infected.* Many 
of these individuals have since paid the 
illness and death and _ their 
generations are still paying. Testing of 
grade-school children in the same city 
in 1954 revealed only 4 per cent infected." 
If the situation remains the same or im- 
proves as is expected, there should be 
little 
present and future generations of school 
children as they pass through maturity 
and old age. 


price 
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investigator felt that there was less senes- 
cent psychosis in Japan because of the 
different social and cultural customs in 
that country. 

Since his clinical studies give no sup- 
port to the idea that the aging process 
produces increasing damage to the brain, 
Shinfuku thinks that personality struc- 
ture plus environmental factors play an 
important role in producing the psy- 
choses of the aged. In Japan the social 
status of the aged is more clearly defined 
than it is in the United States. 

The commonest troubles seen in the 
aged were hypochondriasis, melancholia, 
paranoia, and dementia. These observa- 
tions are of much interest, but many more 
studies must be made if the differences 
in senile mental differences in Japan and 
America are to be understood and ade- 
quately explained. 

Wa ttTer C. Atvarez, M.D. 


ArTHUR Myers, M.D. 


Vinneapolis, Minnesota 
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Psychosomatic Case Book 





ROY R. GRINKER, M.D., and FRED P. ROBBINS, M.D., 
1954. New York and Toronto: Blakiston 
Company, Inc. 346 pages. $6.50. 


This book is filled with case reports of persons 
who were studied by psychiatrists and who were 
found to have the usual sort of mental troubles 
that Freudians nearly always discover in their 
patients. Apparently at no time did the psychia- 
trists suspect that the patient was born a bit odd. 
According to present-day psychiatric practice, 
no mention is made of the patient’s hereditary 
background. Probably general practitioners of 
wide experience would feel that many of these 
patients must have been born with a poor type 
of nervous system. 

It is hard for a nonpsychiatrist to get much out 
of a book like this. So much of what is written 


is either unbelievable or abhorrent to him, that 
it largely turns him against the subject and all 
the theories of the writers. This is unfortunate, 
because there is a great need today for physi- 
cians to learn something about psychosomatic 
medicine. Some psychiatrists can describe ob- 
servations in such a way that they are accept- 
able to the average physician, while others write 
material which only antagonizes him. 

WALTER C, ALVAREZ, M.D. 


How to Live 365 Days a Year 


JOHN A. SCHINDLER, M.D., 1954. New York: Pren- 
tice-Hall, Inc. 222 pages, $3.95. 


Dr. Schindler has attempted the Herculean 
task of presenting, in popular form, an explana- 
tion of the pathogenesis of psychosomatic ill- 
ness and, at the same time, instructing laymen 
how to prevent and treat their own problems 
of emotional stress. This is a big order. 
Though inevitably superficial, and sometimes 
a bit crude in the sense of scientific refinement, 
the text is fundamentally sound, virile, and 
vigorous. Dr. Schindler seeks the common 
denominators responsible for, or contributing 
to, the majority of stress situations. Of necessity, 
he must ignore the important element of in- 
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Book REVIEWS 
(Continued from page 46A) 


dividuality or uniqueness. This is unavoidable 
in any book of instruction, particularly one 
emphasizing “how to,” rather than explaining 
“why.” 

His basic psychologic concept of treatment 
is the “learning-maturity” idea. The author 
states that most emotional stress is the result of 
miseducation, or lack of education, and that 
emotional homeostasis can be achieved by learn- 
ing the qualities which comprise maturity. The 
reviewer agrees most vigorously that matura- 
tion is essential for emotional homeostasis under 
stress, but cannot accept the simple notion that 
being taught what maturity is insures that peo- 
ple will or can live maturely. Masses of man- 
kind have been taught the Ten Commandments 
for over two thousand years, but few live fully 
within their dicta. Maturity cannot be taught 
except by experience, although intellectual un- 
derstanding of the importance and meaning of 
maturity is the first step toward cultivation of 
more mature personality. 

Dr. Schindler’s book is a “first reader” on the 
subject of maturity; but it is no more than this. 
Superficial and generalized, it can serve as a 
starting point for those who have sufficient in- 





telligence, insight, honesty, courage, and mo- 
tive force to make the effort to go further. 
Many readers will stop at the level of this text, 
satisfied they know all there is to know on the 
subject, but fundamentally unchanged. Some 
will be stimulated to go further. There will be 
many patient readers who will silently and 
justifiably protest that many of Doctor 
Schindler’s innumerable instructions are easier 
given than carried out. Other, truly thoughtful 
readers will resent the constant reiteration of 
“should,” “must” and judicially final “orders.” 

It is in this last area that the reviewer is in 
greatest disagreement with Dr. Schindler. There 
are far too many instructions and not enough 
instruction. The text is dogmatic, finalistic, and 
so authoritative in tone that readers are insulted 
and discouraged from doing their own think- 
ing. Thus it fails in stimulating development of 
one of the most significant criteria of maturity— 
personal judgment and the capacity to act on 
the basis of such judgment. 

Despite this and many other weaknesses, the 
book may be expected to assist more than it 
will retard the development of defenses against 
psychosomatic illness. It is good, but could be 
very much better. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 
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FROM CURRENT LITERATURE 


Studies of the Processes of Aging. X: The 
Strengths and Weaknesses of Psychic 
Functioning in the Aged 


E. W. BUSSE, R. 


I, BARNES, A. J. SILVERMAN, M. 
rHALER, and L. L. Frost. Am. J. Psychiat. 111: 
896-901, 1955. 


Older people with planned active recreational 
programs, or engaged in gainful occupations, 
exhibit more intact psychic and neurophysio- 
logic function than do elderly persons who are 
retired or nearly dependent. But the strengths 
and weaknesses developed earlier are important 
to the adjustment of later life. Thus, the per- 
son who was an inadequate parent because of 
neurosis or immaturity frequently experiences 
deterioration in the seventies. The well-adjusted 
young person ages into a more effective and 
happy person. 

All older people, however, have periods of 
depression lasting from an hour to a few days 
at intervals of a month or so. This depression, 


which seems to be a direct reaction to the spe- 
cific stresses of the environment, is not the same 
as the neurotic depression of early life. Work 
and social group participation help to ward off 
these depressions. 


The Octogenarian Diabetic. Observations in Cases 
of Diabetes Before and After the Age of 
Eighty Years 
H. F. ROOT, and P. BARCLAY. Diabetes 4: 191-196, 
1955. 


The number of elderly diabetics is greater than 
ever before. Among 447 patients 70 to 90 years 
of age, 62.9 per cent were women. The average 
duration of the disease was twelve and one-half 
years. The incidence of onset reaches a peak 
during the sixth decade, but after 70, the onset 
of diabetes becomes increasingly rare. 

Nearly every patient in this group had arte- 
riosclerosis. The lesions associated with vascular 
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disease included cerebral arteriosclerosis, 19.9 
per cent; arteriosclerotic heart disease, 52.1 per 
cent; and peripheral vascular disease, 28.9 per 
cent. Half of the patients suffering cerebral 
arteriosclerosis had cerebral vascular accidents. 
Retinitis occurred in 22.6 per cent, hyperten- 
sion in 59.7 per cent, and chronic nephritis in 
5.1 per cent. 

Arteriosclerotic heart disease included cor- 
onary sclerosis, 29.5 per cent; angina pectoris, 
3.6 per cent; myocardial infarction, 7.6 per 
cent; and congestive heart failure, 11.4 per cent. 

Although only 20.1 per cent of the patients 
had severe neuropathy, many more had sensory 
disturbances and loss of reflexes. Infections oc- 
curred in 24.6 per cent, cancer in 9.2 per cent, 
and gallbladder disease in 5.6 per cent. 

Surgery was performed on 22.8 per cent of 
the patients. Half of the operations were am- 
putations, with low spinal anesthesia. 

When prescribing diet for elderly diabetics, 
problems of chewing, constipation, and diar- 
rhea should be considered. The diets prescribed 
usually contain 140 to 200 gm. carbohydrates, 
60 to 125 gm. protein and 40 to 120 gm. fat. 
Older and more critical patients can sometimes 
be helped by carefully added proteins. A small 
insulin dosage is usually sufficient. 


NEW VERAPENE combines two 
hypotensive drugs with complementary 
action: Reserpine simultaneously lowers 
the blood pressure, slows the heart rate 
and provides sedation of an exceptional 
quality, unlike that of barbiturates in 
that it does not induce sleep. Protovera- 
trines A and B produce a more potent 
hypotensive action, with significant de- 
crease in the systolic and diastolic pres- 
sures of most patients. Together, these 
carefully chosen alkaloids provide the 
physician with a flexible, effective agent 
for management of moderate and severe. 
hypertension. 




















The Senile Nail 


B. L. LEWIS and H. MONTGOMERY. J. Invest. 
Dermat. 24: 11-18, 1955. 


Certain histologic features of the senile nail differ 
from the mature nail. Dullness, opacity, increased 
longitudinal ridging, changes in color and thick- 
ness, and masking of the lunula are characteris- 
tics often seen in the senile nail. Microscopically, 
the nail may show ridging, changes in thickness, 
terminal splitting, and peculiar calcification 
patterns. 

Pertinax bodies, found in increased numbers 
in the aging nail, are not indicative of psoriasis 
or onychomycosis. Nail growth is irregular. 
Keratinizing whorls of generative cells are found 
in the region of nail generation, and seem to be 
related to ridging. 

In the nail bed, thickening of blood vessel walls 
and merging of elastic and connective tissue can 
be seen. In fact, degeneration of elastic tissue is 
surprisingly greater beneath the roseate part of 
the nail than in the adjacent skin. 

Nail changes associated with gangrene, Buerg- 
er’s disease or scleroderma are not the same, but 
the nail exposed to excessive roentgen radiation 
bears a resemblance to the senile nail. 
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Gains in Longevity since 1850 

Metropolitan Life Insurance Co. Statistical 

Bulletin 36: 5-8, 1955. 

In 1952, the latest year completely tabulated, 
life expectancy at birth for persons in the 
United States had risen to 66.64 years for white 
males, 72.65 for white females, 53.19 for non- 
white males and 63.72 years for non-white 
females. 

Corresponding figures for Massachusetts in 
the year 1850 were 38.37 years for all males, 
40.5 for females. Life expectancy for each sex 
increased by about ten years in the succeeding 
half century. Biggest gains, credited chiefly to 
environmental sanitation and control of infec- 
tious diseases, have occurred since 1900. The 
non-white population has experienced greater 
improvement than the white population. 

Compared with the large increases in life ex- 
pectancy among children and young adults, 
improvement in older age groups has been 
small. Since 1901, life expectancy for a 40-year- 
old white male has increased only about four 
years, for a female, seven years. At age 65, the 
gains are one and one-half and three years, 
respectively. At 65, the average white man can 
look forward to about thirteen more years, 
and a white woman can expect fifteen and one- 
third years. 


Aging Skin, A Surgical Challenge 

S. FOMON, J. W. BELL, and A. SCHATTNER. Arch. 

Otolaryng. 65: 554-562, 1955. 
Removal of facial wrinkling may be justified if 
the patient is chosen carefully. Both emotional 
and operative considerations should be studied 
and perhaps a psychiatrist asked to indicate 
potential patient reactions. 

Best results can be expected in a patient be- 
tween 30 and 50 whose skin hangs in folds, has 
little destruction of the elastic fibrils, no breaks 
in the collagenous fibers, and little fatty infiltra- 
tion. The cosmetic improvement is equal to sub- 
tracting ten to fifteen years, but by the fourth 
or fifth year a revision will usually be necessary. 

Early operative technics have been discarded 
for procedures using: (1) rotation of large flaps 
and fixation to the inelastic fascia, (2) elimina- 
tion of the muscle pull to prevent recurrence, 
and (3) avoidance of all tension on the skin. 

The most serious complication, ectropion, 
should be tended to immediately, Hematomas 
should be evacuated. Other complications that 
might occur, such as partial paralysis of a facial 
muscle, distortion about the eyes, edema, dis- 
coloration, tautness, or subconjunctival ecchy- 
mosis, will disappear eventually. 
(Continued on page 56A) 











Lysine-Vitamin Drops 
























Here, at last, is an effective remecy for poor appetite and 
slow growth in infants and children! Lysine, an amino acid, 
has shown remarkable results in stimulating the rate of 
growth of infants, particularly those with poor appetites. 
Vitamins Bi, Bé, and Bi2 have long been recognized as 
appetite stimulants. INCREMIN combines these four 
essential nutrients. 


Cherry-flavored INCREMIN Drops can be added to milk, 
milk formula, or other liquid. An unbreakable ‘‘squeeze”’ 
bottle facilitates accurate, easy dispensing for the parent. 


In 15 cc. polyethylene dropper bottle. 
Dosage: 0.5 to 1 cc. (10-20 drops) daiiy. 
Each cc. (20 drops) contains: 
I-Lysine HCI... 

Vitamin Bi2...... 

Thiamine HCI (B1) 
Pyridoxine HCI (B6) 
Alcohol......... 





GERIATRIC USES, TOO! INCREMIN may also be pre- 
scribed as an appetite stimulant for the elderly patient. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid company 


PEARL RIVER, NEW YORK 


. 
REG. U.S. PAT. OFF, 





Digests FROM CURRENT LITERATURE 
(Continued from page 54A) 


Anesthesia for the Elderly 
ROBERT B. Dopp. Am. Surg. 21: 262-267, 1955. 


With adequate preoperative preparation, many 
anesthesia deaths among older patients can be 
avoided. Premedication should be light and can 
be supplemented intravenously in the operating 
room. If the patient is not in pain, chloral hy- 
drate, 0.25 to 0.5 gm., or a short-acting bar- 
biturate, 50 to 100 mg., is adequate. Atropine 
sulfate, 0.3 to 0.4 mg. rather than scopolamine 
should be given intramuscularly one hour be- 
fore general anesthesia. When relief from pain 
or respiratory depression is desired, morphine, 
5 to 10 mg., or Demerol, 25 to 75 mg., may be 
used. 

Regional anesthesia is best for the aged. Spinal 
anesthesia is recommended for operations below 


the tenth thoracic segment, including most 
urologic procedures, orthopedic work on the 
hip and lower extremity, and hernias and bowel 
operations. 

Inhalation anesthesia of nitrous oxide-oxygen 
or nitrous oxide-oxygen-ether mixtures is best 
given by open or semi-closed technics. If a 


closed system is necessary, the to-and-fro 
method of carbon dioxide absorption should be 


considered. Cyclopropane can be used when 
the patient’s condition is poor. For patients 
with severe liver or kidney disease, intercostal 
nerve block plus nitrous oxide-oxygen analgesia 
is suggested for laparotomy. Segmental spinal 
block or continuous extradural block are also 
suitable. 

If possible blood volumes should be measured 
before surgery. Several transfusions will pre- 
pare the elderly patient. In cases of severe de- 
hydration, 1500 cc. of intravenous fluids can be 
given at the usual rate, slowed to less than 
500 cc. per hour after urine excretion begins. 

All patients in heart failure or with a history 
of failure should be digitalized before opera- 
tion. When possible, surgery should be post- 
poned for at least three months after a myo- 
cardial infarction. Probably patients over 45 
should have electrocardiograms preoperatively. 

To prevent respiratory obstruction, the som- 
nolent patient can be fitted with a small oro- 
pharyngeal or nasopharyngeal airway. For the 
patient under anesthesia, an endotracheal tube 
may be necessary. The endotracheal tube with 
an inflatable cuff should be in place before a 
laparotomy to prevent aspiration of gastric 
contents. Relaxant drugs should be avoided if 
possible, or used sparingly. Adjustments in surg- 
ical position and duration of operation to suit 
the elderly patient may control some adverse 
effects. 
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Activities and Announcements... 


New Groups for Geriatric Research 


A new group, entitled American Society for 
the Aged, whose purpose is to serve the aging 
field much as the American Cancer Society and 
the National Foundation for Infantile Paralysis 
serve their respective fields, was organized in 
March, 1955. Serving as members of the society’s 
scientific committee are Dr. Ernest W. Burgess, 
Chicago; Dr. George S. Sperti, Cincinnati; Dr. 
A. I. Lansing, Atlanta, Georgia; Dr. Reuben L. 
Kahn, Ann Arbor; and as chairman, Dr. E. V. 
Cowdry, Washington University, St. Louis. 
Offices have been established at 590 Fifth Ave- 
nue, New York 36. 


The Gerontological Research Foundation, 
whose purpose is education and the furthering 
of research, has been organized in St. Louis. 
The Foundation plans to issue a series of 
pamphlets summarizing in nontechnical lan- 
guage, medical information to help the indi- 
vidual negotiate the transition into later life. 
Dr. William B. Kountz is director of scientific 
research. The address of the Foundation is 5600 
Arsenal Street, St. Louis 9, Missouri. 


Highly 
compatibie 
vehicie 


Fellowship Available 


The New England Region of the American 
Federation of Soroptimist International Associa- 
tion is offering for 1956-57 a university fellow- 
ship of $1,500 to a New England woman in the 
social welfare field. The winner will be expected 
to specialize in the social, economic, recreation- 
al, or industrial phase of gerontology. Addi- 
tional information may be obtained from Mrs. 
Mildred Holbrook, Yale University School of 
Medicine, 333 Cedar Street, New Haven, 
Connecticut. 


Report on Detroit Survey 


A booklet, “Detroit Senior Citizens — Their 
Viewpoints and Attitudes,’ reporting a re- 
search study of Detroit’s population over 65, 
is available at fifty cents a copy from Wayne 
University School of Business Administration, 
Department of Marketing, Detroit 1, Michigan. 
The survey, conducted by Ferdinand F. 
Mauser and James H. Brown of Wayne Uni- 
versity, was sponsored by the Metropolitan 
Detroit Committee on Aging. 











Products and Services 


New Product for Emotional Tension 

A new product, Meratran with Reserpine, de- 
signed for the treatment of emotional problems 
characterized by the mixed clinical picture of 
depression with tension, has been issued by the 
Wm. S. Merrell Company of Cincinnati. It is 
packaged in bottles of 100 tablets. Dosage con- 
sists of 1 tablet three times daily. Individual 
response will determine optimal dosage. Because 
of the latent period before reserpine exerts its 
effect, medication should be continued for 
about one week before increasing dosage above 
3 tablets daily. 


Pad for Prevention of Bedsores 


A new model of the Alternating Pressure Point 
Pad, used in the prevention and treatment of 
bedsores, has been announced by Air Mass, Inc. 
Cells of the pneumatic pad run the length of 
the mattress, allowing the edges of the pad to 
lie evenly without wrinkling. The pad reduces 
nursing time in patient turning and massage, 
and improves patient’s comfort by automatically 
changing body pressure areas every four 
minutes. 


< 


Metrazol Therapy in Senility 


A study of the use of Metrazol in 15 elderly 
patients suffering from senile mental confusion 
is reported by Bilhuber-Knoll Corporation, 
Orange, New Jersey. It was found that, even 
if the patient cannot be cured, he can be given 
an increased sense of well-being, led to take 
an increased interest in himself and in his sur- 
roundings, or made more amenable to institu- 
tional discipline. 

In two-thirds of the cases, enough improve- 
ment was shown so that the nursing difficulties 
were reduced, aimless wandering about wards 
was eliminated, and restraints were discarded. 


C.V.P. for Hemorrhagic Cystitis 
A preliminary study in which a combination of 
water-soluble natural citrus bioflavonoids with 
ascorbic acid, citrus vitamin P, was used suc- 
cessfully as an anti-inflammatory agent in 19 pa- 
tients with hemorrhagic cystitis and trigonitis, 
is reported by the U. S. Vitamin Cerporation, 
New York City. Results of the therapy compare 
favorably with those obtained with the sulfa 
preparation, sulfasoxazole. There were no side 
effects with C.V.P., but nausea and gastric irri- 
tability were frequent with the sulfonamide. 

Urine cultures became negative and pus cells 
and red blood cells disappeared within an aver- 
age of five days. 

(Continued on page 61A) 
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An effective and agreeable way to give penicillin... 


D 


MAJoR ADVANTAGES: Six dosage strengths for maximum flexibil- 
ity of dosage. Ideally suited to pediatrics—in rheumatic fever 
prophylaxis, and wherever oral penicillin is indicated. Tablets dis- 
solve readily in water, milk, juices, infant formulas. 


Supplied. Soluble Tablets of 50,000, 100,000, 200,000, 250,000, 
500,000 and 1,000,000 units of potassium penicillin G. 
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Penalev 


SOLUBLE TABLETS CRYSTALLINE POTASSIUM PENICILLIN G 





Philadelphia 1, Pa. 
DIVISION OF 
MERCK & CO., INC. 
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nonhormonal anti-arthritic 


BUTAZOLIDIN 
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(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 


“ 


BUTAZOLIDIN “...produces more than a simple analgesic effect in 


rheumatoid arthritis.””" 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 

(1) Payne, R. W.; Shetiar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 


Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39:405, 1955. 


Butazo.ipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
51185 In Canada: Geigy Pharmaceuticals, Montreal 
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No single ibpent has yet proved satisfactory for 
HYPERTENSION .. COMBINED THERAPY IS ADVISED” 


Wilkins, R. W:, (1953): Mod. Med. 81-82. 


- «- OBJECTIVE DIAGNOSIS DICTATES 
COMBINED, SAFE THERAPY... 


EMOTIONAL TENSION 


requires tranquilization or sedation 


requires vasodilation 


RENAL INSUFFICIENC) 





requires diuretic action 
VASCULAR DEGENERATION 


requires maintenance of vascular integrity 


neo ——s ae og Yer provides this 
COORDINATED MEDICATION 


Each capsule contains: 

MNO: 5s 4 «awe St eee Ce 
Mannitol Hexanitrate . . . . . . 30mg. 
SROUINDS 3) 6s 5 ue eee 
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* a pure crystalline alkaloid of Rauwolfia serpentina 


in bottles of 100, 500 and 1000 opaque red capsules 
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ACING RESERPINE 


professional literature 


available 





THE S. E MASSENGILL COMPANY 
BRISTOL, TENNESSEE 
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Products and Services 
(Continued from page 58A) : consequences of 


More Potent Steroid Product 


A new product with more effective anti-inflam- Vitamin Defictencies 


matory action than either cortisone or hydro- 
cortisone has been released by Sharp and 
Dohme, West Point, Pennsylvania, Division of 
Merck & Co., Inc. Known generically as 
prednisolone, Hydeltra is a synthetic analogue 
of hydrocortisone. Its greater potency often 
makes it possible to maintain improvement in 
arthritic patients on a daily dosage as low as 
5 mg. 

Studies also indicate that usual therapeutic 
doses rarely cause salt or water retention. 
Hydeltra tablets are supplied in bottles of 30 
and 100. 


more serious in 


Pharmaceutical Milestone 


New Federal Drug Administration application 
number 10,000 recalls that the first one filed 
under the Food and Drug Act on August 31, 
1938, was for the hemostatic agent, Koagamin. 

Koagamin, manufactured by Chatham Phar- 
maceuticals, Inc., Newark, New Jersey, was de- 
veloped from an old folklore remedy for bleed- 
ing, an extract from a plant called “shepherd’s 
purse.” It is used as a therapeutic agent for 
actual bleeding and as a safety measure before 
general surgery. 


More Efficient Enema Unit 


In a comparison of four different enemas, it 
was found that the Enema Disposable Unit, con- 
taining a solution of sodium phosphate and so- 
dium biphosphate, made by C. B. Fleet Co., When interest in food lags because of 
Inc., Lynchburg, Virginia, and enema solutions lowered physical activity, difficulty in 
of (1) sodium chloride, (2) soapsuds, and (3) mastication, or retarded digestive ac- 
tap water, the Fleet enema disposable unit re- tivity—watch the intake of water-soluble 
quired less time to prepare, less time to instill, vitamins! 
less time of retention, less time of evacuation, 
and no time for cleaning and storing equipment. | 
Total time for completing an enema with | 








Allbee with C ‘Robins’ provides satura- 
tion dosage of the essential B vitamins, 


the new method averaged ten minutes, forty- plus 250 mg. vitamin C 
five seconds, as compared with water, eighteen sl —the highest ascorbic acid content of any 


minutes, thirty-four seconds; soapsuds, twenty- water-soluble vitamin capsule. 
four minutes, fifty-eight seconds; and sodium 


chloride solution, thirty-eight minutes, thirty- 1. Horwitt, M.K.: Jl. Am. Diet: Assn., 29:443, 1953. 


three seconds. ... economical, too. 
Cleansing effect of the enemas was com- 


ae ie ; ® 
pared by sigmoidoscopy and completely clean | fee 
views were obtained in 7 of 10 subjects with Ce with = 





2 


the disposable unit, in 3 with water, in 4 with 
soapsuds, and in 1 with sodium chloride solu- 
tion. No spasm or hyperemia was observed foi- | 
lowing the Fleet enema. Spasm occurred once 
after a soapsuds enema and twice after the | 
sodium chloride solution. Hyperemia was noted 

in one subject using a water enema. 


Each capsule contains: 

Thiamine hydrochloride ......... 15 mg. 
RADOVAN 6.5.0 oc8..cckccssageecccvenes LO TRG 
Calcium pantothenate ............. 10 mg. 
Nicotinamide.............. 50 mg. 
Ascorbic Acid ............cccee0000e 200 MBs 








ROBINS CO., INC., RICHMOND 20, VIRGINI 
CAL PHARMACEUTICALS OF MERIT SINCE 



















A truly complete 
Geriatric Formula 








List No. 495 60 S. C. Tablets 
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GERIATRIC FORMULA 
(Rowell) 
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VIO-GERIC is specifically formulated 










8 | Niacinam) Sntothenate 028 ma. to provide a valuable nutritional sup- 
i Folic Aci plement in geriatric medicine to meet 
E a a1 me the recognized need for vitamins and 
Bl | ovat es, Ssufnn 15 ms. minerals in patients over 35 years of 
(| Manganese (oy Sully) 04 age. The inclusion of all the essential 
i | baie io (as Sulla re mg. vitamins and minerals at a high po- 
| Ferrous suitote 2" gi) 325.0 me- tency level plus valuable lipotropic 
B | Pecos factors and Rutin make Vio-Geric a 
ty ae ang? sucte TEMS truly complete geriatric formula. 
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AGING CHANGES THE BONE PICTURE 





lumbar vertebrae, naad poe sections 


The vital role that estrogen and androgen play in the preparation and 
recalcification of bone matrix readily explains why declining sex hor- 
mone production which accompanies aging is most frequently the cause 
of osteoporosis. Note typical atrophic changes characteristic of post- 
menopausal osteoporosis (fig. 1) in contrast to normal bone matrix 
(fig. 2). Reifenstein* is of the opinion that some degree of osteoporosis 
is almost “physiologic” after the menopause, and that clinical osteopo- 
rosis may be found in about 10 per cent of women over 50 years of age. 


With combined estrogen-androgen therapy, “pain in the spine and other 
bones is relieved considerably or completely in a matter of weeks to 
months,” and with extended periods of treatment, the prognosis for bone 
recalcification is good.* 


Combining both estrogen and androgen, “Premarin” with Methyltes- 
tosterone provides a dual approach for maximum efficiency in treating 
osteoporosis. A brochure outlining full details of therapy is available 


at your request. 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of 
Internal Medicine, Philadelphia, The Blakiston Company, 1950, p. 655. 


“Premarin” with Methyltestosterone is supplied in two potencies: the 
yellow tablet (No. 879) contains 1.25 mg. of conjugated estrogens equine 
and 10 mg. of methyltestosterone; the red tablet (No. 878) contains 
0.625 mg. and 5 mg. respectively. Both potencies are available in bottles 
of 100 and 1,000 tablets. 


“PREMARIN with METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 
New York, N. Y., Montreal, Canada 
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THERAPEUTIC BILE 


for patierits with liver and gallbladder disorders 


(A) Hydrocholeresis: 
Bile capillaries (rabbit 
liver) are filled with di- 
lute bile 15 minutes after 
i.v. injection of sodium 
dehydrocholate. 

(B) Untreated control. 


“Since bile of this nature and in this large output can 
flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [ with Decholin and Decholin 
Sodium] aids in removal of inspissated material and 
combats infection.”3 . 


Decholin®— Decholin Sodiu 


Decholin Tablets (dehydrocholic acid, Ames) 3% gr. 
(0.25 Gm.). Decholin Sodium (sodium dehydrocholate, Ames) 
20% aqueous solution; ampuls of 3 cc., 5 cc. and 10 cc. 


(1) Clara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W., and 
Pessotti, R. L.: Science 115:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S. H.: Bull. New York M. Coll. 16:102, 1953, 
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range of motion SS ill 
rapidly increased . 


In Rheumatoid Arthritis 


, Supplied: in white, 
scored 5-mg. lab- 
lets in the familiar 
Pfizer oval shape. 
Bottles of 20 and 
100. 


Sterane 


the most potent anti-arthritic 
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notably free of major hormonal side effects such as 
edema due to sodium and. water retention, hypopotas- 
semia, and hypertension 


seldom requires low-sodium diets or potassium supple- 
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4. Forsham, P. H., et ai.: Paper presented at First Internat. Conf. on 
Prednisone and Prednisolone, New York, N. Y., May 31-June 1, 1955. 
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PFIZER LABORATORIES Divis/on, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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COLOSTOMIES BY DAVOL 


Maximum patient comfort is the 
paramount consideration in the de- 
signing of Davol Colostomies. For 
comfort provides psychological en- 
couragement for the wearer. This, 
coupled with the assurance of 
security, makes it easier for the 
patient to adjust to the use of this 
appliance. 


PURE RUBBER 


HANNA STYLE —NO. 1318 — 
LATEX—11 OZ. CAPACITY 
Lightweight, improved design. Oval shape. 
Shallow depth, form-fitting rim give snug body 

fit. Compact, inconspicuous. 


DAVOL STYLE—NOS. 1374 AND 1376 — 


AMBER (PURE-GUM)— 
7% OZ. OR 14 OZ. CAPACITY 
Inflatable ring for 
snug, comfortable 
fit at colostomy 
opening. Light 
metal frame, elastic 
belts. Easy to assemble. 


Davol comfort and security are the 
result of a combination of patient 
consultation, professional guidance 
and skilled workmanship. Only by 
working closely with patients and 
doctors — and applying the knowl- 
edge of over 81 years experience — 
is Davol able to meet these exacting 
requirements. 


DURABLE PLASTIC 


NEW DISPOSABLE COLOSTOMY—NO. 1314— 
POLYETHYLENE BAG— 16 OZ. CAPACITY 
Featherweight, odorless, polyethylene pouch. 
Strong plastic for maximum security. Easy to 

assemble, comfortable. 


NEW PROTECTIVE LINERS—NOS. 1319 & 1321 
mm — POLYETHYLENE 

Plastic liners for use with 

Davol Rubber Colostomies. 

Two styles to fit 


all styles of rubber pouches. 





RUBBER COMPANY 


PROVIDENCE, R. |}. 
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Sterane 


in Bronchial 
Asthma 
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preliminary findings,’ based on the measur- 
‘ing of pituitary ACTH suppression potency 
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FOR VARICOSE VEINS 


FROM BAUER & BLACK 


AN ELASTIC 
STOCKING THAT 
DOESN'T LOOK 
LIKE ONE 


So sheer, your patients will wear it 


cheerfully — yet it gives correct, graduated 


support from ankle to thigh 


Now you can prescribe elas- 
tic stockings that are truly 
sheer and inconspicuous. So 
sheer and dressy-looking, in 
fact, your patients can wear 
them without overhose. (No 
patient co-operation prob- 
lem with these stockings.) 
Yet sheer as they are, 
Bauer & Black elastic stock- 
ings give proper remedial 
support. They’re knitted 
with rear-fashioning seam so 
that pressure is adjusted to 
leg contours, avoiding unde- 


(c)1955 THE KENDALL COMPANY 


sirable constriction. Pressure 
decreases gradually from 
ankle up, gently speeding 
venous flow. 

More doctors prescribe 
Bauer & Black elastic stock- 
ings ... shouldn’t you? 


Shaded area 


indicates correct fs 


pressure pattern of 
Bauer & Black 
Elastic Stocking 


| (BAUER & BLACK) 
ELASTIC STOCKINGS 


Division of The Kendall Company 
809 West Jackson Blvd., Chicago 6, Illinois 














reduces swelling 
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Dermatoses 


-¢s §terane 
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notably free of major hormonal side effects such as 
-Yol-Tast- Waele l—mm come -lolollllasMm-tale My 2-0c-1mma-34-1al die) almmah dole) ole) t- tr 
TT aalt-Oar-Cale Mi ah’d ol-1m4-lal-jlela) 


seldom requires low-sodium diets or potassium supple- 
eal-1ahe— Mm tale ol-Ndi Tale M Andale) eh amet-gelt-Commeololaelo)ilor-tdlolal-mmdol-ia 
oUhYA-JaMm ame er-1er- tim dal-ta-lol-1ehelomelol-t-lel— 


preliminary findings,’ based on the measuring of pituitary 
PN Om Wn We-10) 0} og -1-1-J1e) ai olen ¢-1ales amo) ma's-la loll |-Meole] mdlore)(ol-fr-le) ol -t-18 
to indicate that STERANE is 20% more potent than the 
foro} i 4t-toyal—m-Ual-tieole fim ola-telall—telal-) 


supplied: in white, scored 5 mg. tablets in bdal-mut-Caallit-Us 
Pfizer oval shape. Bottles of 20 and 100. 


1. Forsham, P.H., et al.: Paper presented at First Internat. Conf. on 
Prednisone and Prednisolone, New York, N:. Y., May 31-June 1, 1955. 


*brand of prednisolon 
? brand of pre olone 





PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 











Meat... 


and America’s Freedom 


America is relatively free from extreme forms of protein malnutrition, since meat 
and other sources of protein make up a substantial portion of the national dietary. 
On the other hand, peoples of tropical lands, whose dietary provides little meat 
or other high quality protein, suffer widespread protein deficiency.! 

In its severe form, protein malnutrition is ‘‘characterized by generalized 
edema, chronic bulky diarrhea with remnants of undigested food in the feces, 
hypoproteinemia, and atrophy of small intestinal mucosa and of the pancreatic 
acini, as well as by fatty infiltration of the enlarged liver.”' Other characteristics 


are changes 


the hair. “‘Mental apathy and often peevishness are outstanding psychological 
attributes of children with severe protein malnutrition. 

Clinical sequelae of protein malnutrition include kwashiorkor and liver dis- 
ease.! In kwashiorkor the caloric intake may approximate normal, but the dietary 
protein is less than the necessary minimum in quality and quantity. Many trop- 
ical diets supply 10 to 15 per cent of the calories in the form of vegetable protein. 
Kwashiorkor may follow infections, especially of the gastrointestinal tract. Diets 
below 10 per cent in protein calories lead to frank protein malnutrition, including 
signs and sy 

In 5,000 autopsies on African natives no normal liver was found.? Infantile 
cirrhosis with ascites, prevalent in Jamaica, is believed to result from protein 
deficiency. Toxic, postnecrotic cirrhosis in children in India occurs concomitantly 
with low intake of protein, especially animal protein. 

Government estimations indicate that 156 pounds of meat (carcass weight: 
beef, veal, lamb, and pork) were consumed per capita in the United States in 1954. 
Providing large amounts of protein, vitamin B complex, and essential minerals, 
meat contributes valuably to the good nutrition of the American people. Meat is 


outstanding 





1. Gyorgy, P. 


1954. 


2. Davies, J.N.P.: Kwashiorkor. Trans. Ninth Conf. on Liver Injury, Josiah Macy, Jr. Founda- 


tion, 1950, 


3. The National Food Situation, Washington, D. C., Agricultural Marketing Service, United 
States Department of Agriculture, Oct. 29, 1954. p. 4. 












from Protein Malnutrition 


in pigmentation and ulceration of the skin, and depigmentation of 
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mptoms of kwashiorkor. 


both in the amount and in the biologic quality of its protein. 
: On Some Aspects of Protein Nutrition, Am. J. Clin. Nutrition 2:231 (July-Aug.) 


p. 109. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 















































































































NUTRITIONAL AND 
THERAPEUTIC ADJUVANTS 
IN HEALTH AND DISEASE 








Bioflavonoids of Orange and Lemon 





Hesperidin Complex 

Lemon Bioflavonoid Complex 
Hesperidin Methyl Chalcone 
Calcium Flavonate Glycoside 


Action of the bioflavonoids on the capillary 





Maintenance of normal capillary integrity 
For the treatment of abnormal capillaries 
such as: 

Increased fragility 

Increased permeability 

Decreased resistance 

Bioflavonoid activities in cellular metabolic 
processes 

Hyaluronidase inhibition 

Antihistamine effect 

Closely related to the activity of the adrenal 
cortex 

Inhibition of epinephrine oxidation 
Sparing action on vitamin C 

Synergism with vitamin C 





Indications 


As adjuvants in many disease states having 
capillary impairment including: 

Habitual abortion 

Respiratory diseases 

Inflammatory diseases 

Vascular diseases 

Geriatrics 


Exchange Brand Bioflavonoids are available to 


the medical profession in pharmaceutical 
specialties through leading pharmaceutical 
manufacturers. 





Sunkist Growers 


PRODUCTS DEPARTMENT 





“orime” the patient with PRIMOPLEX parenteral ! 


All B vitamins, liver and C, packaged in individual 
patient doses. 
For preventing and treating deficiencies of the 
B vitamins and ascorbic acid in persons of all 
ages. Each individual-dose package consists of 
a diluent and a powder, sufficient to prepare 
a single injection (2 cc.) containing: 


= 
| 
—. 
—_— 





Thlamine HCI (B,)....cccccccccesevcsese 10 mg. 
RORIR 1B.) :..... <> s<ccccenccsessaene 10 mg. 
Sodium Pantothenate..........ssseeeee 10 mg. 
| Sr rrr ns 50 mg. 


Pyridoxine HCI (Bc).....cccscccccccce 5 mg. 


Ascorbic Acid (C).....ccscecesecceee 200 mg. 
SEONND. .sstennasccaaveckssbo 50 mg. 
MINN Bis. 5<<s0csckbcaschbacnese 15 mcgm. 
Liver Injection Crude......ssseseee 2 mcgm.** 
Choline Chioride.........seccesees 150 mg. 
FONC AG... .cccccosccccssoceses 3 mg. 
GROUT ... cecicesececsccssveveses 20 mg. 





COVITAMIN B,, ACTIVITY EQUIVALENT TO MCOM. CYAMOCOBALADIN 
REG. U. &. PAT. OFF. 


PRIMOPLEX \W parenteral 


Geriatric Liver and Vitamins Lederle 


LEDERLE LABORATORIES DIVISION amerscan Cyanamid COMPANY PEARL RIVER, NEW YORK 


To check 
the 
constipation 
habit... 
restore 


HABIT TIME 


of bowe ovement 


Bottles of 1 pint Philadelphia 2, Pa 


at we aeley. vay .v ia 


Aqueous Suspension of Mineral Oil, Plain (N.N.R.. 1949) 















IN DIABETES... 


greater security 


against vascular complications 


Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 






TRADE MARK 


q 









(Sherman Lipotropic Capsule) One capsule t.i.d. 






prove capillary integrity, as 
well as 3000 units vitamin A, 


Gericaps contain the true lipo- 
tropics, choline and inositol, 


which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 








SHERM AN LAB 
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3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


comprehensive review: 


GICALS 


HAPRATORIES, | 
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Collection 


Comfortable McGuire Urinal 
Weighs only 3 ounces 


ATIENTS welcome this new, 

McGuire Urinal because of its 
light weight and comfortable elastic 
belt and leg bands. 


A conical penile sheath is easily 
cut to fit so there is no leakage even 
when sitting or lying down. 


It is easily emptied at the bottom 
or attached to Bard leg bag or to 
bedside drainage tube. 


The McGuire Urinal is available 
in 3 belt sizes—Small, Medium and 
Large. A urinal with half the capac- 
ity is available for boys. 


Male Enuresis Controlled By 








Occlusion 


Malleable Cunningham Clamp 
Easily Shaped to Fit 


ANY thousands of patients 
have found the Cunningham 
Clamp effective and comfortable. 


The rubber covered metal frame 
is easily shaped by the fingers to the 
proper contour. Further adjust- 
ment is possible with the ratchet 
catch which also guards against 
accidental opening. 


Sponge rubber pads on top and 
bottom help to prevent undue re- 
striction of blood vessels. 


The Cunningham Clamp is avail- 
able in four sizes—Infant, Juvenile, 
Regular and Large. 


Available From Leading Surgical Supply Dealers 


Cc. R. BARD, INC., SUMMIT, N. J. 























Bacterial 
diarrheas... 










Kaopectate 


Trademark, Reg. U.S. Pat. Off. 


Each fluidounce contains: 


| 
with 
Neomycin sulfate . 300 mg. (4% grs.) & 
{equivalent to 210 mg. (3/4 grs.) neo- 
mycin base] é Om ) Cin 


Kaolin... . . 5.832 Gm. (90 grs.) 
ECE: 5.41405 0.130 Gm. ( 2 grs.) 
Suspended with methylcellulose 1.25% 
Supplied: 

6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 
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FOR OLDER PATIENTS... ° ° 
Coothing Rolie 


Qa, CHRONIC URINARY INFECTIONS 


Urolitia can be given over long periods... 
without toxicity, without irritation, without 
(oldUle Maier tinl-s}- Sma CoM <-1-) Mial-MUl@ial-Mhid-t-micelii| 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


DOSE: 
One tbs. in half cup METHENAMINE 


warm water, q.i.d., mm URINARY 
Vy hr. a.c. and his. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 





Reduces elevated blood cholesterol levels.'? 


Improves hypercholesteremic patients with 
cardiovascular disease and angina and those 
with postoperative biliary dyskinesia, both 
subjectively and symptomatically.! 


monichol 


Polysorbate 80, Choline, Inositol—the new physio-chemical complex) 


213 mg.% 


' r y y* 





serone Maree) |VES-CAMERON COMPANY  (Aute 


Philadelphia 2, Pa. 


Supplied: Bottles of 12 fluid oz. 
Literature available. *Trademark 
1. Albert, A., and Albert, M.: Texas State J. Med. 
50:814 (Dec.) 1954. 
2. Sherber, D.A., and Levites, M.M.: J.A.M.A. 
152:682 (June 20) 1958. 





for patients with painful 


For these reasons: Salicylism does not oc- 
cur, even with heavy daily requirements. 
Low dosage levels produce high blood 
levels. Acetylsalicylic acid, the most effec- 
tive of the salicylates, is well-tolerated. 
Pabirin is sodium- and potassium-free. It 
offsets salicylate depletion of vitamin C by 
providing a therapeutic amount of 300 mg. 


Pabirin isa (ORSEY) preparation. 


Each capsule contains; 

ACOYIGALICYUCG OCID on. icici. cise: cccsscess SGM 
Para-aminobenzoic acid . or 5 gr. 
SI BI etansstcccthneeenttscnsenecttearccetanyeenins 50 mg. 
Average dose: 2 to 3 capsules 3 or 4 times daily. 
Supplied: In bottles of 100, 500 and 1,000 capsules. 








Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 






. -. Safest of the antirheumatic salicylate-paba combinations 


in the average daily dose of six capsules. 
effective ... High blood levels 
are promptly reached and sustained due 
to the mutually potentiating action of ace- 
tylsalicylic acid and PABA plus the re- 
tarding effect of PABA on salicylate ex- 
cretion. Rapidly disintegrating capsules 
provide fast absorption and pain relief. 


And highly 





Pabirin’ 














here’s A Sparkle 
to A Glass of Wine 


—That puts an answering sparkle into the eyes and 
appetites of your geriatric, post-surgical, sick and con- 
valescent patients. 

A glass of Port, Sherry, Burgundy, Rhine Wine— 
whatever taste pleases your patient—can do wonders to 
add zest and bouquet to meals, even when appetite is at 
low ebb. 

Aside from these psychobiologic effects of wine, how- 
ever, there are physiologic effects of wine on the human 
host, which can also be significant in clinical medicine. 
A definitive literature on these actions is rapidly accumu- 
lating. 

The Wine Advisory Board has recently accumulated 
in a concise brochure the highlights of recent work in 
this field. 

Herein are reported the latest findings on the value of 
wine as a stimulant to flagging appetite, as an aid to 
digestion, as a vasodilator, as a daytime and night-time 
sedative. 

We will be glad to send you a copy of “Uses of Wine 
in Medical Practice’’ (at no expense, of course). Just 
write to: Wine Advisory Board, 717 Market Street, San 


Francisco 3, California. 
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high-protein recipes using 


syRAPROE 


Geriatric Vitamin-Mineral-Protein Supplement Lederle 


For the patient on a high-protein diet, GEVRAL 
PROTEIN is an excellent supplement. In addition 
to 60% protein, it supplies 26 vitamins and min- 
erals in a dry powder that can be added to many 
beverages and foods. Here are some sug- 
gested recipes: 

simple drinks Blend 1 heaping tbsp. 
GEVRAL PROTEIN with small amount of milk or 
orange juice; make smooth paste; stir in addi- 
tional milk or juice to make 8 oz. For chocolate 
milk, prepare milk drink, then add 1-2 tbsp. 
chocolate syrup. For hot cocoa, add 1 heaping 
tbsp. GEVRAL PROTEIN to instant cocoa powder in 
cup; add small amount of hot water, make 
smooth paste; stir in enough water to fill cup. 


special drinks Vanilla Milk, 4 heaping 
tbsp. GEVRAL PROTEIN, 1 pint cool water, 1 cupful 
skim milk, 1 tbsp. sugar, Y% tsp. vanilla. Mix with 
rotary beater. Serve hot or cold. Makes 4 
servings. 


Chocolate Malted Milk. 1 heaping tbsp. GEVRAL 
PROTEIN, 1 tbsp. chocolate malt powder, 1 tsp. 
sugar, 1 glass whole milk. Mix with rotary 
beater. Makes 1 serving. 





Egg Nog. 4 heaping tbsp. GEVRAL PROTEIN, 3 
cups cool water, 1 tbsp. sugar, 2 well beaten 
eggs, 4 tsp. vanilla. Mix with rotary beater. 
Makes 4-5 servings. 


other foods Soups. Place 1 heaping tbsp. 
GEVRAL PROTEIN in saucepan. From 34 cup of 
water, take enough to make smooth paste. Stir 
in remaining water, then 4 can of cream of 
mushroom, chicken, asparagus, or celery soup. 
Cereals. One heaping tbsp. GEVRAL PROTEIN can 
be mixed with 4 cup hot cereal during or after 
cooking. Add sugar, milk, or cream to taste. 
LEDERLE LABORATORIES DIVISION E> 
AMERICAN Goanamid company Pearl River, New York 


*REG. U.S. PAT. OFF. 
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IN CORTICOID-TREATED PATIENTS 
minimize 
— adrenal 
Suppression 
and 


atrophy 


Nit 
Ss PUL 


BY THE REGULAR PER(ODIC USE OF 


HP*ACTHAR Gee 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Gel 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 





Dosage recommendations for 
supportive HP*ACTHAR Gel are, inject: 


1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 
b. 100 U. of HP*ACTHAR Gel for every 200 to 
300 mg. of hydrocortisone. 
c. 100 U. of HP*ACTHAR Gel for every 400 mg. 
of cortisone. 
2 Discontinue use of steroid on the day of in- 
jection. 


*Highly Purified. HP*ACTHAR Gel is The Armour Labora- 
tories brand of purified corticotropin. 


A. THE ARMOUR 
7 LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
















results 
/you can 
trust... 





brated Clinitest 


BRAND 


urine-sugar test 


clear-cut color changes in the clinically significant range 
avoids confusing trace reactions 

firmly established blue-to-orange color scale 

close correlation with quantitative tests 

endorsed by 15 years of physicians’ and patients’ use 
accepted by over 90 per cent of insurance companies 


Ask your Ames representative for a Clinitest Universal Set on his next visit. 
Compare it with any other test. 


Ames Diagnostics * Adjuncts in Clinical Management 
(sy AMES COMPANY, INC « ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto oosss 




















NEW 


(Theominal with Rauwolfia serpentina) 


Now you can give your hypertension patients the compound therapeutic 
advantages of two most successful hypotensive agents: Theominal (theobro- 
mine and Luminal®) and the widely recommended Rauwolfia serpentina 


' alkaloids. 


Theominal R.S. combines the vasodilator and myocardial stimulant actions of 
theobromine and Luminal with the moderate central hypotensive effect of Rau- 
wolfia serpentina. Gentle sedation calms the patient and a feeling of “relaxed 
well being” is established. Headache and vertigo disappear as the blood 


pressure and pulse rate are reduced gradually. 


Each Theominal R.S. tablet contains: 


Minor side effects — nasal stuffiness, * Theobromine 0.32 Gm. 
drowsiness, etc. — may occur in iso- e Luminal ....... 10 mg. 
lated instances. No serious side ef- » Purified Rauwolfia serpentina 


Ikaloids (al. lon fracti: 1S ‘ 
Sits ties been reported. alkaloids (alseroxylon fraction) mg 


DOSE: One tablet 2 or 3 times daily. 
WW, SZiH4b- mc THEOMINAL R.S. is supplied in 
NOY. bottles of 100 and 500 tablets. 
Also available as before 
THEOMINAL (Each tablet contains theobromine 0.32 Gm. and Luminal 32 mg.) and istend Gk qohanalscebited): 


THEOMINAL (™) (Each tablet contains theobromine 0.32 Gm. and Luminal 15 mg.) trademarks reg. U.S. Pat. Off, 


Theominal and Luminal 








for the “Sippy- diet” patient 


a welcome (and often necessary) change from ‘‘milk-and-cream” 


MULL-S C0 ewttened 


Pioneer soy alternative to milk... 
reported to be “‘noticeably more sooth- 
ing to the upper gastrointestinal tract 
and seemingly easier to digest.’” 
Comparable to milk in buffering’ and 
nutritional’ qualities. Contains no 
cholesterol...and costs the patient 
much less than milk-and-cream. Easy 
to prepare —4 level tablespoonfuls to 
8 oz. water. In 1-lb. tins at all drug 
outlets. 

1. Balfour, D. C., Jr.: Am. J. Gastroenterol. 22:181, 1954, 
2. Burke, J. O., et al.: Internat. Rec. Med, & Gen. Practice 


Clin. 167:587, 1954. 3. Sternberg, S. D., and Greenblatt, I. J.: 
Ann, Allergy 9:190, 1951. 


Are you wondering how MULL-SOY 
Powdered tastes? Return this coupon 
for’ professional trial samples and see 
for yourself how pleasant it can be 
for your milk-weary or milk-intoler- 
ant ulcer patients. 


THE BORDEN COMPANY 
Prescription Products Division, Dept. 201 
350 Madison Avenue, New York 17, N. Y. 
Please send to me, without charge, four 
4-02. tins of MULL-SOY Powdered. 


Dr 





Street 











